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A PATIENT'S APPEAL 


by Joseph J. Haber, M.D. 
and Page Flint 


Look into the eyes 
of your patient 
with Sympathy and Warmth. 


See the Faintness of Doubt 
and the Glimmer of Hope 
shimmer like a Flickering Light. 


Provide a generous handful of 
empty capsules and fill them 
with Happy Smiles. 


Take this capsule with a glass 
full of Compassion 

and follow it up 

with a glass of Joy. 


Bandage the forlorn with Hope 
and soothe the ailing 

with Ointments of Patience. 
Take a pill of Forgiveness, 

but don’t lie down! 


Fill the flask of Generosity 

with Attention and Love. 

Stir it and warm it with Gentleness 
to the point of Radiance. 


Place your stethoscope to the 
heart of your patient and 
listen intently with 
Understanding and Feeling 
to your patient's needs and 
wishes for peace of mind 
and peace to mankind. 


EDITOR'S PAGE 


The Siamese Twins Syndrome 


Should medical research, medical 
experimentation and medical technology be 
put on the back burner in favor of routine 
medical care? 

This was the issue raised by the complex 
problem ofthe handling of the SiameseT wins, 
which initiated heated discussions among 
physicians, the media and members of 
governments. 

Questions were asked whether surgical 
intervention and follow-up care were justified, 
when the final outcome was questionable and 
the end result would be a vegetative survival, 
faced with continuous hospitalization and only 
afew months oflife expectancy. Does the risk 
involved exceed the benefit? Wouldn't it be 
more humane not to interfere and let nature 
take its course? It would be more properto use 
this money for routine medical care for needy 
patients. 

This argumentative opinion was headed 
by Colorado's ex-Governor Lamm, who is 
well known to us for his similar attitude 
toward the care of geriatric patients. In 1987 
he stated, “... like the leaves which fall off a 
tree forming humus in which other plants can 
grow, we've gota duty to die and get out of the 
way withall our medicines and artificial hearts, 
so that our kids can build a reasonable life." 

The Governor and his followers are 
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apparently confusing modern medicine with 
the medical care of old Sparta, where deformed 
newborns were eliminated by their parents. 

The surgeon, who performed the procedure 
on the Siamese Twins, disagreed and claimed 
that the surviving twin may have a fair chance 
tolive and eventually may even have a chance 
to lead a productive life. He also objected to 
the passive attitude of his critics in refusing 
medical care to a complicated case. 

To refuse risky medical procedures would 
amount to rationing health care and would 
also undermine medical progress. Access to 
medical care must be assured to all. Neither 
physician nor hospital should be asked to 
ration medical care. 

With the new health care program in the 
making, questions will be asked what 
procedures should and may be performed and 
who will qualify for them. The cost 
effectiveness may become a decisive factor. 

Problematic cases may have a conspicuous 
impact in improving and enabling medical 
care and acquiring valuable medical 
knowledge. We have to consider improving, 
creating and gaining new avenues in medicai 
care, without neglecting medical research. 

Medical care and medical research are the 
Siamese Twins of medicine, which can not 
and should not be separated. 


—6— 


PRESIDENT’S CORNER 


Once again, the Office of Mental Health 
has announced its plan to reduce the 
workforce in November, 1993. Rochester 
Psychiatric Center is expected to eliminate 45 
positions, including one full-time equivalent 
Clinical Physician item. This is the second 
reduction in force we have had this year; the 
first one being last April when R.P.C. laid off 
seven staff. 

The circumstances surrounding this 
decision is the fact that a surplus workforce 
occurred as a result of the recent rapid census 
reduction in the adult inpatient population in 
keeping with the O.M.H. census reduction 
target. 

Nevertheless, be that as it may, the 
medical staff, along with everyone at our 
center, continues to focus on its 
responsibilities to the patients, and the 
system, which is set up to best carry out our 
mandates. Our Facility’s Goals and 
Objectives being “to advance the utilization 
of psychiatric rehabilitation principles, 
provide quality treatment and to expand the 
cooperative endeavors between our Center 
and the greater Rochester community”. 

This facility supports patient 
empowerment efforts, where patients 
actively participate in their treatment through 


* President Rochester Psychiatric Center Medical Staff. 
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various activities and programs, resulting 
hopefully, in their discharge to a less 
restrictive environment and satisfaction with 
their current treatment. 

We had a very successful Health Care 
Finance Administration (H.C.F.A.) survey 
last April, and the Periodic Medical Review 
(P.M.R.) last June. 

There has been formal planning taking 
place between the Regional Office, R.P.C. 
and the University of Rochester to 
consolidate in the future some services, and 
increase collaboration between the two 
institutions. 

The construction of the new adult building 
is on schedule and should be ready for 
occupancy in late 1994. 

Dr. Russell Massaro, Deputy 
Commissioner for Clinical Support of the 
N.Y.S. Office of Mental Health, visited 
R.P.C. in August, and presented an inservice 
on avery timely topic of Managed Care, and 
Medicaid Reform in New York State. 

Placing things in perspective, our 
comments and observations are a 
consequence of much larger national and 
indeed global economic events. Exciting and 
challenging times loom ahead. 


CORRECTION: Inthe January/March 1993 issue, the printer mistakenly added “Letters to the Editor" to the 


article of the President’s Corner. 
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CLINICAL DIRECTOR'S COLUMN 


Being a psychiatrist, Iam well aware of the 
meaning of dynamics and systems as it relates 
to anorganization: but after4 years of layoffs, 
enough is enough. This is more like entropy 
than thoughtful planning. By Nov. 10th, 45 
more inpatient staff will have to leave. Now is 
the time for leadership with empathy. For 
those who are leaving, I can lend my support 
and the support of my staff, to wish them well 
on difficult but hopefully even better times. 
And for those left behind? Can we keep our 
focus and vision? What can we change? How 
can we do things differently to not only 
survive but thrive? What is our mission? 
These and other questions I asked myself as 
we prepared for the restructuring and bump- 
ing so indicative of layoffs. 

I have tried to remind staff of our 
commitment to intermediate and long term 
care for the seriously mentally ill, primarily 
through patient care but also through teaching 
and research. We are committed to psychi- 
atric rehabilitation, to developing a relation- 
ship with the University of Rochester, and to 
amyriad of new and ongoing projects such as 
treatment planning, Options, psycho- 
geriatrics, and the reincarnation of 4 West, to 
name a few. We have spoken of differential 
staffing and acuity teams as well as some new 
projects such as MICA and quality of time 


* Clinical Director, Rochester Psychiatric Center; 
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between staff and patients, which I am calling 
Project Q. We intend to thrive and grow 
despite the need to rethink what and how we 
do things, and for this I am grateful. Yet I do 
hope we can ward off another negative 
change in staffing levels and further 
punishment for a job well done. 

The new building is coming along and will 
be a big help in improving the quality of care 
for our patients despite a lower staffing ratio. 
I appreciate the efforts put in by all especially 
Mr. Testa and crew to make this a success. 
There are rumors that the University wants 
RPC. I believe this is acondensation of issues. 
The University is looking for land for future 
development of the Department of 
Psychiatry, and RPC grounds has been 
discussed as a possible site. In addition they 
are exploring over time assuming respon- 
sibility for the medical staff. If this happened 
at all it too would take many years to 
transition and no current medical staff would 
be affected, unless they voluntecred to do so. 
These are potentially exciting developments 
that would let us become a national model for 
public and university collaboration in caring 
for the chronically mentally ill. This, like all 
adventures, would be filled with joyful 
anticipation, as well as fearful trepidation. I 
am hopeful the outcome will be worth the trip. 


Clinical Associate Professor, Department of Psychiatry, University of Rochester Medical School. 
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ROCHESTER PSYCHIATRIC CENTER | 


by Eugene J. Schneider, M.D.” BACKGROUND 
The Rochester Psychiatric Center is 
devoted to the care of the chronic psychiatric 
patient. The biopsychosocial model of Engel 
is applied through multi- disciplinary teams 
under the clinical leadership of psychiatrists. 
Our total census is approximately 380 beds. 


FORMAT 

Our Adult Services Unit is composed of 
seven wards, with patients ranging from ages 
18 — 64. Included in this Unit, through our 
efforts to further our relationship with the 
University of Rochester Medical Center, is 
the University Services, which is jointly 
staffed by RPC and the University's 
Department of Psychiatry. It is currently 
made up of two wards, an Intermediate 
Treatment Program (ITP), and a Psychiatric 
Rehabilitation Program. The University 
Services is also the site of rotation for the 
Psychiatric Residents from the Medical 
Center. 


INTERMEDIATE TREATMENT PROGRAM 
The Intermediate Treatment Program is à 
30-bed ward, which focuses on providing 
intensive treatment to persons suffering from 
a serious mental illness, for whom short 


* M.D., Clinical Director of the Rochester Psychiatric Center; Clinical Associate Professor, Department of 
Psychiatry, University of Rochester Medical Schoo! 
** Was printed in the July/August issue of the M.C.M.S. Bulletin 
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inpatient stays of approximately two wecks 
are insufficient for proper stabilization. 
Long-term hospital stays are, hopefully, 
avoided. ITP is designated to provide 
comprehensive psychiatric treatment for 
those who will benefit from a three- to four- 
month hospitalization. This will be 
accomplished through individual, group, 
recreational and vocational therapy. The 
program focuses on stabilization of 
symptoms, and assessment, enhancement, 
and development of living skills that will help 
the individual successfully return to the 
community. In addition to serving as a 
training area for the University of Rochester 
Residents in Psychiatry, it also trains other 
mental health-related professionals, such as 
nurses, Occupational and recreational 
therapists, and social workers. Research is a 
primary focus in this Program, and all staff 
are encouraged to create their own research 
projects and participate in existing projects. 


PSYCHIATRIC REHABILITATION 
PROGRAM 

The Psychiatric Rehabilitation Program is 
a 29-bed ward which focuses on: 1) 
individualized and intensive skill-training 
clinical programs; 2) training and 
consultation for staff; and 3) group and 
individual evaluative studies intended to 
bridge the gap between research findings and 
clinical services. The Psychiatric 
‘Rehabilitation program is for patients who 
have experienced persisting disabilities 
despite our best efforts, pharmacotherapy and 
hospitalization. The primary aim of this 
program is to provide a setting where 
psychiatric rehabilitation approaches can be 
developed, implemented, and evaluated as 
part of a comprehensive therapeutic regimen 
for inpatients. The program is a collaborative 
project between RPC and the U. of R. 
Department of Psychiatry. 


ADULT SERVICES UNIT 

The Adult Services Unit also includes two 
general psychiatric wards and our specialty 
services — Behavioral Transition, Sccure 
Care, and Neuropsychiatry. 

The Behavioral Transition Service (BTS) 
was developed to provide intensive treatment 
for the most disruptive, violent, and self- 
harming patients in RPC's adult population. 
Opened in September, 1989, the BTS offers a 
three-pronged approach to the treatment of 
difficult patients: 1) a level system to control 
privileges; 2) a token economy to encourage 
cooperation with programs and ward routine; 
and 3) a variety of intensive programs 
focused on psychiatric rehabilitation and 
social learning for the chronic, disruptive 
psychiatric patient. 

The Secure Care Unit is a 15-bed ward 
designed to provide short-term management 
and crisis intervention for patients who are 
currently exhibiting dangerous, assaultive, or 
self-abusive behavior, or longer term care for 
patients with a history of chronic, dangerous 
bchavior which cannot be treated or managed 
in a less restrictive setting. The Secure Care 
Unit accepts transfers, as appropriate, from 
all RPC inpatient units, and receives direct 
admissions from community mental health 
centers and other OMH facilities covering 15 
counties. 


PSYCHOGERIATRIC UNIT 

The Psychogeriatric Unit, which also 
provides care to the same counties as the 
Adult Services — Monroe, Livingston, 
Wyoming, Genesee, and Orleans - is divided 
administratively and clinically into five 
distinct, but interrelated entities: a Mobile 
Geriatric Screening/Consultation Team; 
three treatment teams — Psych. Rehab., 
Intensive Psychiatric Nursing, Community 
Preparation; and a Senior Leisure Center, 
designed to provide an area of consistent 
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programs, both open and referred, which can 
be utilized by the treatment teams to enhance 
program participation by the patients. 


ROCHESTER REGIONAL FORENSIC UNIT 
In addition, we have a 30-bed Rochester 
Regional Forensic Unit, which provides 
inpatient psychiatric treatment to mentally ill 
individuals who are currently involved in the 
criminal justice system. Specifically, the Unit 
provides inpatient psychiatric treatment to: 1) 
pre-trial or pre-sentenced detainees of county 
jails; 2) individuals found Not Competent to 
Stand Trial; and 3) individuals found Not 
Responsible by Reason of Mental Illness, 
who are currently dangerously mentally ill. 
The secondary mission of the Forensic Unit is 
to provide consultation and evaluation 
services to criminal courts. In conjunction 
with the University of Rochester's Psychiatry 
& the Law Program, the Unit runs a certified 
Forensic Fellowship program in Psychiatry. 
Typically, one or two Fellows are recruited 
nationally to participate each year. 


CHILDREN'S SERVICE 

The mission of the Children's Service at 
RPC is to treat children requiring an 
intermediate length of stay in an inpatient 
setting. The philosophy is to maximize family 
involvement in treatment efforts and to 
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provide individualized care to our patients in 
the least restrictive setting possible. The goal 
is to provide the patient and family with 
sufficient information, support, problem- 
solving abilities, and coping skills to enable 
them to progress to the next level of care, 
whether in a community setting or in 
residential treatment. The children are aged 
from 5 to 18, and the maximum census is 16. 


COMMUNITY PREPARATION UNIT 

Howard Lodge is a 24-bed community 
preparation unit, with an open ward setting 
within the framework of a modified 
therapeutic community. This relatively long- 
term unit has as its goals improvement of the 
quality of life for the residents, with each 
resident reaching his/her maximum level of 
independent functioning. 


RESIDENTIAL PROGRAMS 

In addition, RPC has a number of 
residential programs, including the Alternate 
Living Residence, John Romano Community 
Residence (an on-grounds State-operated 
residential facility for adults), and the Smith 
Road Community Residence (community 
residence for children). There are also 
numerous outpatient programs, particularly 
focusing on psychiatric rehabilitation. 
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EXPRESSIVE-CREATIVE THERAPIES WITH 
CHILDREN, ADOLESCENTS AND FAMILIES 


Expressive-creative modalities of 
treatment, such as art, dance, music, drama, 
recreation and poetry therapies, have become 
increasingly popular in working with 
emotionally disturbed adults and youth.?^ ^» 
Many psychiatric hospital and residential 
treatment units for children and adolescents, 
as well as a number of out-patient clinics now 
incorporate clinically trained specialists in 
creative media as team members to enhance 
the treatment process, particularly for those 
youth who do not benefit optimally from the 
more cognitive approaches. Play 
therapy^???95» with children had already 
gained prominence in the 1930's as offering 
corrective emotional experiences for the 
emotionally disturbed young child. Indeed, 
play was seen as the analog of the adult's free 
association during analytic therapy. 
Drawing” and other art forms®!7?!8°° were 
often introduced into the play therapy process 
in an ancillary fashion to provide the therapist 
with greater insight into the child's 
psychodynamics through facilitation of age- 
appropriate communication techniques. 

Intime, a number of expressive modalities 
were viewed as having intrinsic value as 
therapeutic agents in their own right. 1216.27.42 
This has given rise to training programs in 
specialized expressive-creative therapies and 
to professional organizations such as The 
American Art Therapy Association, The 
American Association of Music Therapy, 
The American Dance Therapy Association, 
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The National Association of Poetry Therapy, 
and The National Therapeutic Recreation 
Society. Several of these disciplines publish 
journals, e.g. The Arts In Psychotherapy, The 
American Journal of Art Therapy, The 
Journal of Music Therapy, and The Journal of 
The American Dance Therapy Association. 


GOALS AND OBJECTIVES 

Multimodal therapy has particular appeal 
as a form of intervention with disturbed youth 
in group care, but also has utility in outpatient 
settings. The choice of particular expressive 
modalities arises from clinician judgment as 
part of comprehensive treatment plans and is 
based on diagnosis, strengths, deficits, needs, 
symptoms and strivings of patients. Not only 
do these approaches apply to individuals, but 
group and family constellations are similarly 
accessible to these intervention techniques. 

Generally, referrals for specialized 
therapies originate with the primary therapist 
who perceives a value in offering access to 
such treatment opportunities to the child, 
adolescent and/or the family. Criteria for 
referrals are important in considering which 
specialized approach, or approaches, offer 
the most effective help in meeting treatment 
goals. Although some specificity in 
delineating referral critcria is possible, all of 
these modalities also share common 
rationales for being chosen as adjunctive or 
primary treatment interventions. Most often 
it is the youth’s inability to benefit 
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sufficiently from traditional or verbal play 
therapies which determines the search for an 
alternative treatment route. Nonetheless, a 
number of specific target areas can be 
identified with regard to selecting expressive- 
creative modalities for particular problem 
areas. 

Improving communication stands at the 
head of the list. Inhibited and withdrawn 
children are candidates for activity outlets 
that do not stress talking. Youth with 
language dysfunctions and disorganized 
thinking may prefer participation in 
nonverbal therapies for communicating their 
struggles. For others, expressive therapies 
enhance their use of imagery or fantasy to 
throw light on their concerns which could not 
be tapped through usual therapeutic 
techniques. As for those with relationship 
problems, the experiential exploration of 
nonverbal interaction styles can offer a 
symbolic but insightful reconfiguration of 
interpersonal communication. 

Not far behind is ego integration as an 
important treatment target for using 
expressive therapies. Not only is there ample 
opportunity for ventilation, catharsis, 
regression in the service of the ego, tension 
relief and so on, but also the youth is able to 
raise his or her consciousness in a process of 
self-discovery without having to undergo a 
frontal attack on defenses and resistance. 
Boundary exploration, mutual cooperation 
and trust building within the context of 
nonverbal treatment contribute 10 
maturational growth in troubled children who 
lack the verbal skills for interpretive insight. 
Moreover, actions and ideas which are not 
sanctioned in ordinary discourse find safe 
expression in creative or sublimated form for 
further reflection. 

Skill building in these various modalities 
contributes to the enhancement of self- 
confidence, self-esteem and self-discipline. 
This is especially helpful to youth whose 
social adaptation is poorly developed. The 


potential for the discovery of enjoyment and 
a sensitivity to the aesthetics of creative 
expression gives a richer meaning to 
existence. This allows the child to look back 
on the past with less pessimism about the 
future, in the belief that mastery of coping 
skills and healing of hurt can be achieved by 
reaching for strengths within themselves. 

Finally, expressive therapies further the 
integration of emotional and physical 
processes in what can be considered a 
psychophysiologic interaction. Some 
interventions, such as movement/ and 
recreation therapies, are particularly suited 
for influencing somatic functions such as 
muscle tension, breathing and autonomic 
functioning. 


ART THERAPY 

Art therapy is utilized often for autistic, 
psychotic, withdrawn, verbally inhibited, 
bchavior disordered, abused, depressed and 
borderline youth who are minimally or only 
moderately accessible to traditional 
cognitively oriented interventions. Although 
the medium of art encourages playful fantasy, 
"art therapy is conceived of primarily as a 
means of supporting the ego, fostering the 
development of a sense of identity, and 
promoting maturation in general.?* Its 
ostensible main function is inthe contribution 
to the development of psychic organization 
and thus becomes an essential complement of 
psychotherapy and of milieu therapy.” 
Moreover, art therapy offers the troubled 
youth the pleasures of creative effort which in 
itself can promote insight through skilled 
interpretation of the symbolic equivalence for 
human experience and of the psychic 
processes that motivate creative work.?? 

Because the artificiality of symbols is à 
projection of genuine emotions, gratification 
is achieved in the expression of feelings, 
conflicts and fantasies without concern that 
the underlying urges will be acted upon. In the 
creative process, opportunity for sublimation 
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of drive functions can be achieved with the 
help of the art therapist's "third 
ye," 111333444546513254 — Family art therapy 
provides a graphic portrait of intrafamilial 
dynamics.?9?! 


DANCE/MOVEMENT THERAPY 

This modality lends itself well to stress 
reduction, selfregulation and space 
orientation purposes. Not only does dance 
therapy deal with the control of gross body 
movements and rhythm, including breathing 
exercises, but it also focuses on the linkages 
between body and emotions to heighten self- 
awareness. In short, the emphasis is on 
expressive, adaptive and communicative 
behaviors in order to develop the children's 
potential for achieving healthy ways of 
coping with both inner impulses and 
environmental demands by being able to 
combine the affective, cognitive and somatic 
aspects of their existence with greater self- 
awareness.?101427^7 Strengthening of spatial 
and postural awareness contributes to 
improved self-confidence. Whencombined 
with musical accompaniment, the expressive 
and creative aspects of this technique can 
offer insight into the youth's struggles and 
aspirations. 


MUSIC THERAPY 

Music has the potential to stimulate and to 
calm. The excitement of enjoying melodic 
inspiration or the intensity of the beat loosens 
rigidity of the defenses against emotional 
experience. This medium lends itself well to 
communicating with children who do not 
respond to traditional methods, particularly 
those who are noncommunicative, who are 
avoidant, or who are overactive.” Since 
music comprises many expressive 
components which can be used separately or 
together, it can be tailored to the needs of the 
individual. Tempo, rhythm and intensity of 
instrumental or vocal music are highly 
adaptive to improvisational application. Asin 
other therapies, individual and group 


experiences in this medium are equally useful 
in enhancing self-expression. 5.924 

This therapeutic approach has been 
applied also in the habilitation of retarded and 
autistic children. It is often combined with 
movement therapy, sign language and other 
body awareness/communication techniques 
to compensate for the various developmental 
deficits??? 


POETRY THERAPY 

Poetry therapy with adults utilizes existing 
poems as prescriptive tools for giving voice to 
personal feelings.??^?* This modality also 
allows the young person to use the written 
word as a means of self-expression through 
creating poems. The writing of poetry lends 
itself to promoting self-esteem. As a creative 
outlet which is not bound to one restrictive 
organizational format, but allows a variety of 
fluid, self-expressive structures, a fair degree 
of freedom is offered the writer for 
communicating thoughts and emotions that 
are either too strong to use in ordinary 
discourse or are too amorphous to identify 
clearly. Poems can carry emotional emphases 
which may not be socially acceptable in 
ordinary conversation or writing. As such, the 
writer discharges such negative feelings as 
anger and hateful resentment in a 
cathartically sublimated form or is released 
from inhibiting feelings of loss, yearnings for 
attachment and libidinal preoccupa- 
(104,23.32,34,35,36,37,49 

Another value to writing poetry for youth 
who have been traumatized by past 
experiences is in helping them cope with 
painful memories in a manner less 
threatening than in talking therapy. Defenses 
such as repression, denial and rationalization 
come less into play when the effort is 
channelled into creative outlets. Moreover, 
the young person can use the poetic 
reconstruction as a multi-faceted lens which 
can throw a different light and shadings upon 
the perception of recalled experience to allow 
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for a better reintegration of the self. 
Ultimately, the process of composing verse 
can lead to a kind of self-discovery, not only 
in terms of psychological insight, but also in 
recognizing untapped talents. Furthermore, 
in finding pleasure in writing poems, and with 
obtaining recognition for this work, children 
gainin stature, both intheirown and inother's 
eyes, especially when this modality is used 
with groups.^? 


RECREATION THERAPY 


Therapeutic recreation is designed for 


habilitative and rehabilitative assistance in 
developing optimal cognitive, affective, 
psychomotor and social functioning through 
the use of leisure time activities. Recreation is 
generally enjoyable in that it offers 
opportunities for participatory experiences, 
creative outlets, acquisition of new skills and 
other developmental tasks. Because there is a 
considerable diversity of possible leisure 
interests, decision making with regard to a 
balanced choice among such activities as 
competitive and noncompetitive sports, 
games, performing arts, photography, 
cultural events, reading, attending lectures 
and outdoor recreation is highly adaptive to 
individual needs. Emphasis is placed on 
promoting opportunities for the child to 
exercise his/her creative potential through the 
acquisition of leisure skills and interests 
unique to the child.9/629.4.50 


DISCUSSION 

Although the early forays into expressive 
and creative therapies were primarily 
grounded in psychodynamically oriented 
understanding of human behavior?! in 


recent years more eclectic explanations of 


biopsychosocial phenomena have influenced 
methodology and practice. Family, group and 
dyadic interactional models; psycho- 
dramatic role-playing;??^ technolog y;?? mind 
and nervous system relationships;? and 
culture-sensitive consciousness^ are shaping 


the course of adjunctive therapies. 

For example, greater attention is being 
given to the healing power of imagery, of 
biofeedback and of audio-visual techniques 
via video taping. The assumptions which 
underlie these newer therapeutic efforts take 
into account such objectives as openness, 
self-awareness, self-development, accep- 
tance of reality and hopefulness as having 
intrinsic value in the pursuit of a reasonably 
meaningful life in a changing culture. 
Furthermore, anything which promotes these 
qualities should be harnessed to the 
therapeutic yoke. Whatever shortcomings 
may arise from such expectations can usually 
be traced to the disappointment when too 
much was expected from novel methods that 
appeared so promising early on. However, if 
used selectively and in line with limited 
objectives as part of a well-delineated 
treatment plan, the expressive-creative 
therapies can contribute significantly to the 
treatment of children, youth and their 
families. 
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BIOLOGICAL ASPECTS OF ADHD 


Attention Deficit Hyperactivity Disorder 
(ADHD) is the most intensively studied 
syndrome of Child Psychiatry and probably is 
the most controversial. Many models have 
been proposed to explain the pathology of 
ADHD. No one model can fully explain this 
disorder. The biological aspects of ADHD are 
truly complex and very interesting and will be 
the focus of this review. 


NEUROANOTOMICAL ASPECTS 

Frontal Lobe Hypothesis 

The functions of the frontal lobe are 
regulation of attention, impulse control, 
locomotor activity, and emotional response. 
Frontal lobe dysfunction can be pathological 
(secondary to a lesion), or may be 
developmental, the consequence of a 
dysmaturation in frontal regulatory systems. 
Patients who have been diagnosed as having 
frontal lobe syndrome presented with 
symptoms of hyperactivity, distractibility 
and short attention span, excitability and poor 
impulse control. Children with ADHD have 
similar symptoms and this similarity led to 
the development of the frontal lobe 
hypothesis. Both groups exhibited 
deficiencies in various dimensions of impulse 
control, including low frustration tolerance, 
antisocial behavior, delinquency, low ability 
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to delay gratification and impaired sphincter 
control. The apparent lack of modulation of 
emotional response of these patients is 
indicated by theirlability varying in extremes 
from anhedonic depression to uncontrolled 
excitement. Direct support for the frontal lobe 
hypothesis is obtained from regional cerebral 
blood flow studies by Lou and colleagues and 
PET scan studies by Zemetkin. 


NEUROPHARMACOLOGICAL ASPECTS 

Biological amines have been implicated in 
the pathophysiology of many psychiatric 
illnesses and ADHD is no exception to this. 
Many neurotransmitters have been studied 
extensively and several theories have been 
proposed to explain the changes that occur in 
children with ADHD. 


Dopamine Theory 

Dopamine 15 the precursor of 
norepinephrine and functions as an important 
neurotransmitter in several important 
pathways in CNS. Dopamine neurons can be 
subdivided into three groups: nigrostriatal, 
mesocortical, and tuberohypophysial. The 
major dopaminergic tract in brain originates 
in the substantia nigra and sends axons to 
caudate nucleus and putamen. 80% of all 
dopamine is found in the corpus striatum. Cell 
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bodies containing dopamine that lie medial to 
the substantia nigra provide innervation to 
fore brain, including the frontal and cingulate 
cortex, septum, nucleus accumbens. 

The first evidence of Dopamine 
involvement was from the analogy of 
children suffering from ADHD and from 
children who suffered von Economo's 
encephalitis. This encephalitis is due to a viral 
infection. Children who had this encephalitis 
exhibited attentional and motor symptoms, 
while adults developed Parkinson's disease. 
Since Parkinson's disease is related to 
dopamine deficiency, it is reasonable to 
speculate that the behavioral change 
observed in ADHD child might also result 
from a dysfunction of the dopaminergic 
system. 

Supporting this idea that monoaminergic 
deficiency may play a role in ADHD is the 
observation of therapeutic efficiency of 
stimulants. Several studies were done to 
assess the function of dopaminergic system. 
Shetty T. Chase 1976, reported that basal CSF 
levels of Homovanillic acid (HVA), and 5- 
hydroxy indoleacetic acid (5-HIAA) did not 
differ in ADHD as compared to normal 
controls. Shaywitz et al, 1977, however, 
following a 2 week treatment with 0.5 mg/kg 
of d- methamphetamine (Dexedrine), 
reported a reduction of 34% in HVA levels in 
ADHD children. This reduction correlated 
with the beneficial effect of the drug. In this 
study only a slight and inconsistent elevation 
in 5-HIAA was observed. 

Dopaminergic theory is also supported by 
the finding of Shaywitz et al, 1976, who 
demonstrated that rats selectively depleted of 
dopamine during infancy are significantly 
more active than controls during 10-25 day 
age range. This 6-OH DOPA induced 
hyperactivity is ameliorated by stimulants. 
Interestingly these lesioned rats show 
learning deficits later in the life. This 
experimental model provided an important 
information about the functional significance 
of DOPA. 


Not all the clinical research is completely 
in accordance with the dopa hypotheses. L- 
amphetamine which is relatively devoid of 
dopamine agonistic activity was reported to 
be efficient in ADHD. Neuroleptics do not 
aggravate ADHD, nor do they interfere with 
the beneficial effect obtained by 
methylphenidate (Ritalin). Stimulants have 
been used effectively in the treatment of 
ADHD. Dopa depletion is not a prerequisite 
for the beneficial effect of stimulants. This 
agrees with the finding of Rappaport, 1978, 
that stimulants improve attention and reduced 
motor activity in normal children, as well as 
with finding of Gittelman Klein et al, 1978, 
who reported dopamine agonists such as 
Piribedel, Amantadine, and L-DOPA have 
not proved sufficient in the treatment of this 
disorder. Clearly the clinical significance of 
dopamine theory merits further investigation. 


Noradrenergic Hypothesis 

Norepinephrine is the principal 
postganglionic, sympathetic neurotrans- 
mitter in both peripheral and central nervous 
systems. Norepinephrine (NE) is produced 
from dopa by dopa b-hydroxylase, an enzyme 
that is concentrated in vesicles that store 
catecholamines. 

Psychostimulants have been proved to be 
very effective in the treatment of ADHD and 
their beneficial effects may be related to their 
effect on the central noradrenergic system. 
Findings in several studies, however, are 
controversial and there is not direct evidence 
of over- or under activity of the noradrenergic 
system yet available. 

Norepinephrine is metabolized by MAO 
and catechol-o-methyltransferase (COMT). 
MAO is located on the outer membranes of 
the mitochondria and plays an important role 
in inactivating catecholamines that are free 
within the nerve terminals and not protected 
by storage vesicles. Accordingly, drugs that 
interfere with vesicular storage, such as 
Reserpine, ог indirectly acting 
sympathomimetics, such as Amphetamine, 
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cause a marked increase in deaminated 
metabolites. COMT is found in all cells and 
acts on extraneuronal cells. A metabolite of 
NE formed relatively selectively in brain in 3- 
methoxy-4-hyrdroxyphenylglycol (MHPO). 
Because this is a minor metabolite of the 
much larger amounts of NE metabolized in 
the periphery, it is estimated that between 30 
and 5096 of the MHPG excreted in urine is 
derived from brain. 

Both d-amphetamine and Desipramine 
reliably lower urinary excretion of the NE 
metabolite MHPG. Although Brown etal. '81 
reported a correlation between reduction in 
MHPG excretion induced by Dexedrine and 
its beneficial effect, Zametkin and Rappaport 
in their review on ADHD reported no 
correlation between clinical improvement in 
ADHD and the changes in their urinary 
MHPG concentration. Methylphenidate and 
Pemoline which are efficient in the treatment 
of ADHD do not effect MHPG excretion. 

Amphetamine is more potent as a NE 
reuptake inhibitor in to synaptosomes than of 
dopamine. According to the dopaminergic 
hypothesis both d- and l- isomers of 
Methamphetamine differ in their effect on 
dopaminergic function, while they are 
identical in their effect on noradrenergic 
function. Both are effective in treatment of 
ADHD lending support to NE involvement. 
However d-isomer, which possesses more 
dopamine agonistic activity is more active in 
attention improvement, thus suggesting that 
different pathways are involved in the 
development of different symptoms. 

NE involvementin the pathophysiology of 
ADHD is further supported by the clinical 
studies reporting the efficacy of Clonidine. 
Clonidine is an alpha 2 receptor agonist. In 
clincial doses it reduces the endogenous 
release of NE by activating autoinhibitory 
presynaptic receptors. Although the clinical 
response rates to Clonidine and 
psychostimulants are comparable, their 
responses were not identical. Clonidine 
appeared more effective than stimulants in 


reducing high levels of motor activity and 
subjective arousal, which can indirectly 
influence motivation, learning, aggressivity 
or behavioral impulsivity.. Hunt et al, 
reported that psychostimulants have a more 
direct effect on distractibility and attentional 
focus than Clonidine. 


Serotonergic Hypothesis 

Serotonin is a metabolite of an amino acid 
Tryptophan and it is released from 
aggregating platelets. Cell bodies of 
serotonin-containing neurons are localized 
primarily in the raphe nuclei of the brain stem, 
from where they project to almost all levels of 
the CNS. 

Diminished serotonergic activity was 
suggested to play a role in the 
pathophysiology of ADHD. The serotonin 
system is involved in avoidance learning and 
acquisition of behavioral inhibitory 
responses. While some earlier studies by 
Coleman '71 and Bhagavanetal. '75 reported 
reduced levels of blood and platelet serotonin 
levels in ADHD children, some of the recent 
studies failed to replicate these findings 
(Ferguson et al. '81 and Haslam et al. '83). 

Administration of L-tryptophan, the 
precursor of serotonin, has shown some 
beneficial effect in a double-blind placebo- 
controlled trial conducted in 15 ADHD 
children (Nemzer et al. 1986). The possible 
involvement of serotonin in hyperactivity is 
supported by the beneficial effect of 
clomipramine (Garfinfl et al. '83) and 
clorgyline (Zametkin et al. '85). Heffner '82 
reported a reduced locomotor activity 
following serotonergic stimulation in intact 
neonatal rats as well as dopamine-depleted 
rats. 

Despite the above evidence for 
involvement of serotonergic system in the 
pathophysiology of ADHD, most studies 
argue against a major role of serotonin in 
hyperactivity. Weizman et al '88 reported 
that high-affinity [3H]imipramine binding to 
platelets, which labels the serotonin uptake 
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site, did not discriminate between ADHD 
children and controls. Furthermore, 
methylphenidate (Ritalin) treatment in 
hyperactive children does not alter platelet 
serotonin levels, urinary 5-HIAA, and 
imipramine binding. 


Other neurotransmitter systems 

Benzodiazepines. Benzodiazepines 
impair acquisition of new information and 
can induce anterograde amnesia. A class of 
inverse benzodiazepines have been identified 
with intrinsic properties opposite that of the 
benzodiazepines. Several of these inverse 
agonists have been studied in animals and 
humans and have been shown to possess 
facilitative effects on learning and memory 
performance. In a preliminary study by Duke 
etal. 1987, it was suggested that, amember of 
the b-carboline group, exerted posilive 
effects on measures of attention and 
concentration. These compounds may have a 
role in new pharmacotherapeutic approaches 
to the treatment of ADHD. 

Opioid Peptides. Endogenous opioids 
may participate in the regulation of selective 
attention in humans. Naloxone was show to 
increase an electrophysiological index of 
selective attention in young men (Arnsten et 
al. '83). In this electrophysiological 
paradigm, Naloxone did not affect global 
arousal levels and improved the ability to 
allocate attention to relevant sources. This 
could be related to a suppression of attention 
to distracting stimuli, thus suggesting that 
these opioids antagonists may have a 
therapeutic role in ADHD. 

In conclusion , it appears that most of the 
effective agents used in the treatment of 
ADHD effect more than one neurotransmitter 
system. More than one pathway is probably 
responsible for development of some of the 
symptoms. Further research is needed to 
identify these pathways so that effective 
treatment can be initiated. 
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URINARY INCONTINENCE 
IN THE FEMALE PATIENT 


by Basil A. Kocur, M.D.* and Hilary J. Cholhan, M.D.** 


Among the most common and bothersome 
chronic disorders affecting postmenopausal 
women is urinary incontinence. With the 
increasing number of women living longer, 
spending nearly one-third of their life in their 
postreproductive years, it is estimated that at 
least ten million adult females suffer from 
urinary incontinence, which translates into an 
estimated annual cost of 10.3 billion dollars. 
Itis projected that in ten years these numbers 
will double. The psychosocial issues are 
enormously complex and have a major 
impact on the patient, her family and the 
health care provider.! 

It is important that the primary physician 
refer these patients to a urogynecologist if the 
patient suffers from recurrent urinary 
incontinence, is over sixty-five years of age, 
demonstrates hematuria, or has a suspected 
neurologic disorder. These patients will 
require more sophisticated evaluation for 
their incontinence (ie. multi-channel 
urodynamics, cystoscopy). 


DIAGNOSIS 

Although there are many causes of urinary 
incontinence, Stress Urinary Incontinence 
(SUD and Detrusor Instability (DI) are the 


two most common. To determine the 
etiology(s) of a patient’s urinary incontinence 
it is important to approach the diagnostic 
evaluation methodically (Table 1). 


TABLE 1 
DIAGNOSTIC EVALUATION OF 
URINARY INCONTINENCE 


HISTORY 
General Medical (Diabetes, 
Asthma, Bronchitis) 
Medications 
Surgical (Gynecologic, Spinal, 
Neurological) 


Neurologic (Multiple Sclerosis 
Diabetic Neuropathy, Lesions) 

Genitourinary 

Psychiatric 


PHYSICAL EXAMINATION 
General 
Abdominal 
Pelvic 
Rectal 
Neurological 





The process begins with a detailed history 
of the patient'S symptoms, medical/surgical 
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history and medications. However, sole 
reliance on the patient's history for 
diagnosing urinary incontinence has 
repeatedly been shown to be inadequate. 
Furthermore, there is significant overlap in 
lower urinary tract symptoms as they relate to 
the diagnosis of stress urinary incontinence 
and detrusor instability. 

A thorough diagnostic evaluation of the 
incontinent patient is paramount. The clinical 
evaluation should include a complete 
physical examination with special emphasis 
on the pelvic area and objective demon- 
stration of urinary leakage. The physician 
should search for evidence of underlying 
neurologic diseases, pelvic relaxation and 
loss of bladder/urethral support. The 
neurologic exam includes evaluation of 
sensory and motor nerve root function from 
L, to S,, deep tendon reflexes, pelvic floor 
muscle contractile capability and tone. The 
presence of a cystocele, a rectocele and/or 
utero-vaginal prolapse should be noted. The 
Q-tip test is used to demonstrate the degree of 
anatomic support of the bladder base and 
urethra. This is performed by placing a sterile 
Q-tip through the urethra withdrawing to the 
urethro-vesical junction and measuring the 
change in angle of the stick when the patient 
strains. An angle change of 30% or more 
confirms a prolapsed urethrovesical junction. 
Exercise regimens and surgical procedures 
will not be successful in the absence of a 
positive Q-tip test. A postive stress test and/or 
pad test with a full bladder is done and 
correlates well with the diagnosis of urinary 
incontinence, although approximately 20 
percent of patients with detrusor instability 
also lose urine. A straight catheterization of 
the urinary bladder is performed for 
bacteriologic studies and measurement of 
residual volume. Positive cultures found on 
the catheterized specimen should be treated 
with the appropriate antibiotic confirmed 
with a sensitivity test. It should be 


remembered that urinary tract infections 
represent the most common cause of 
transient, reversible urinary incontinence, 
particularly if an urge component is present. 

Urethrocystoscopy is indicated in patients 
complaining of recurrent urinary 
incontinence or those complaining ofa strong 
sense of urinary urgency, frequency, dysuria 
and/or chronic pelvic pain. Not all patients 
require sophisticated multi-channel 
urodynamic testing. Indications for 
urodynamic assessment include patients with 
mixed symptoms of urgency and stress 
incontinence, previous incontinence surgery 
and radical hysterectomy, poor mobility of 
the vesical neck, suspicion of detrusor- 
sphincter dyssynergia, any patient whose 
diagnosis is still in doubt, and those who are 
to undergo surgical repair of a moderate-to- 
large degree of genitourinary prolapse of the 
bladder (cystocele), rectum (rectocele), 
bowel (enterocele), vaginal vault and/or 
uterine prolapse. 

Cystometry observes bladder behavior 
(i.e., pressure changes) during the filling 
phase. This study is used to demonstrate the 
presence of detrusor overactivity or 
instability. Urethral pressure profilometry is 
performed by withdrawing the pressure 
transducers through the urethra while 
simultaneously monitoring pressures within 
the urethra, bladder and abdomen. Uro- 
flowmetry studies identify and classify 
voiding dysfunctions. Finally, electromyo- 
graphy of the perineum or urethral striated 
sphincter is performed during urodynamic 
evaluation and is helpful in differentiating 
between a Valsalva voider and detrusor- 
sphincter dyssynergia which is often 
associated with an uppermotorneuron lesion. 


Treatment 

Although surgery continues to provide the 
most effective cure for stress urinary 
incontinence, it is invasive and carries 


inherent risks. Furthermore, some patients do 
not desire surgery or are poor surgical 
candidates. Various types of nonsurgical 
treatments are available, which collectively 
improve or cure stress urinary incontinence in 
approximately 50-75% of cases. Because the 
incontinence of some women improves with 
nonsurgical treatments, which are safer and 
less expensive, patients with stress 
incontinence should have a trial of 
conservative therapy before corrective 
surgery is considered. 

A pelvic muscle exercise program (Kegel 
exercises) is an important first-line method 
for both prophylaxis and treatment of stress 
urinary incontinence. They restore strength 
and tone to the pelvic floor muscles so that the 
patient will be able to contract these muscles 
in anticipation of a stress-related situation 
(i.e., cough or sneeze) and thus maintain 
continence. Biofeedback is an extension of 
pelvic floor muscle exercises. It is a training 
technique using operant conditioning to 
encourage the patient to perform the 
exercises. By using either electromyography 
or a manometer on a vaginal probe, muscle 
contractions can be measured and upgraded 
and fed back to the patient by an auditory 
signal or visual display. 

Electrical stimulation uses electrical 
impulses which are delivered by electrodes 
fixedonto a vaginal probe to stimulate muscle 
contractions. Not only does this method 
increase muscle strength and tone, but also 
addresses denervation of the pelvic floor 
muscles caused by childbirth and/or previous 
gynecologic surgery. This method actually 
causes physiologic and metabolic changes at 
the neuromuscular motor units. It transforms 
the inefficient fast motor units to slow motor 
units that utilize energy more efficiently, thus 
decreasing muscle fatigue. 

The vagina and urethra have similar 
epithelial linings as a result of their common 
embryologic origin. Estrogen receptors are 


found on the urethral mucosa and periurethral 
supportive structures. For those patients who 
suffer from estrogen deficiency 
(postmenopausal women), transvaginal 
topical estrogen cream which increases blood 
flow to this area, can be used. This enhances 
connective tissue bulk and increases the 
number and sensitivity of alpha receptors in 
the periurethral smooth muscle. Use of alpha 
agonists, such as phenylpropanolamine, 
found in over-the-counter appetite 
suppressants and cold remedies can increase 
urethral resistance. Impramine, which is a 
non-specific alpha and beta agonist is an 
excellent choice for those patients with mixed 
incontinence. Contraindications to alpha 
agonists include severe hypertension, 
coronary artery disease, gastrointestinal and 
urinary tract obstruction and concurrent use 
of monoamine oxidase inhibitors.? 

Mechanical devices such as vaginal 
pessaries elevate the urethrovesical junction 
and bladder base and stabilize this area during 
stress, thus increasing urethral resistance. 

It is imperative to review the patient's 
medication list since many currently 
prescribed drugs can cause or predispose 
patients to stress urinary incontinence. For 
example, alpha adrenergic blockers 
(phenoxybenzamine, prazosin) and possibly 
beta adrenergic stimulating agents 
(isoxuprine,  metaproteronol), and 
phenothiazine derivatives, possess alpha 
blocking activity and may produce stress 
urinary incontinence and/or urinary 
retention. In a similar fashion, certain 
antihistamines, phenytoin and progestational 
agents, can cause stress incontinence. If 
possible, these medications should be 
discontinued and switched to other 
efficacious medications. 

If the aforementioned conservative 
approaches are insufficient, corrective 
surgery can be offered. 

Urinary incontinence may also result from 
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ТАВІЕ 2 
MEDICATIONS AFFECTING THE LOWER URINARY TRACT 


Parasympathomimetics — increase bladder contractions 


— Bethanechol (Urecholine) 
— Neostigmine (Prostigmine) 


Parasympatholytics — decrease bladder contractions 


— Dicyclomine (Bentyl) 
Hyoscyamine (Levsin) 
Imipramine (Tofranil) 
Flavoxate (Urispas) 
Oxybutynin (Ditropan) 
Propantheline (Probanthine) 


— Chlorpromazine (Thorazine) 


Haloperidol (Haldol) 
Thioridazine (Mellaril) 
Trifluoroperazine (Stelazine) 
Trihexyphenidyl (Artane) 


Alpha Adrenergic Blockers — decrease urethral tone 


— Prazosin (Minipress) 
— Phenoxybenzamine (Dibenzyline) 


Beta Adrenergic Blockers increase urethral tone 


— Propanolol (inderal) 


Alpha Adrenergic Stimulators — increase urethral tone 
— Imipramine (Tofranil) 
— Phenylpropanolamine (Duravent) 
— Phenylephrine (Dimetane) 





uninhibited detrusor contractions caused by 
various neurologic or local etiologies and 
drug therapies. Any central nervous system 
lesion or disorder (cerebral vascular disease, 
Parkinson’s disease, and senile dementia) 
that decreases volitional control of 
micturition may lead to detrusor instability. 
Local etiologies such as stones, infection and 
bladder tumors Cause increased sensory input 
along the afferent limbs, overfacilitates the 
detrusor reflex resulting in loss of volitional 
control. 

For refractory cases a method of 
functional electrical stimulation called acute 
maximal functional electrical stimulation can 
be used. This technique stimulates inhibitory 
nerve fibers and suppresses the influence of 
excitatory nerve fibers on the bladder. 

Although stress urinary incontinence, 


detrusor instability and mixed incontinence 
account for most cases of urinary 
incontinence, other uncommon causes 
include overflow incontinence, urethral 
instability, urethral diverticula and various 
genitourinary fistulas. It is therefore 
important that the physician caring for 
patients with urinary incontinence be aware 
of the various etiologies and diagnostic 
evaluations necessary for a proper triage and 
management of these patients. 
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FINDING ALTERNATIVES TO THE STREETS 
FOR THE HOMELESS MENTALLY ILL: 
EFFICACY AT A STATE HOSPITAL 
INTENSIVE PLACEMENT UNIT: 


by Michael A. Silver, M.D.* and Karen McKinnon** 


ABSTRACT 

Objectives: The authors describe a 
sample of homeless mentally ill patients 
receiving extended psychiatric care on an 
intensive placement unit. 

Method: 246 discharge summaries were 
reviewed to examine demographic and 
clinical factors associated with extended 
psychiatric care and post-discharge 
placement. 

Results: Homeless patients requiring 
extended care were often medically ill and 
substance abusing. Residential placements 
were accepted by most patients on discharge. 

Conclusions: Homeless psychiatric 
patients benefited from extended care on an 
inpatient unit designed to alleviate anxieties 
regarding living arrangements and 
psychiatric treatment systems historically 
rejected by this population. 


INTRODUCTION 

Homelessness, denotes both lack of 
adequate shelter and disaffiliation from other 
people and social institutions!. It is 
increasingly identified as a psychiatric as 
well as a social problem’. The homeless 


mentally ill tend to have multiple psychiatric 
diagnoses, including psychosis, substance 
abuse and personality disorders!. The 
homeless mentally ill, because of these 
multiple impairments, constitute a group of 
"difficult-to-treat" patients’. Homelessness 
among the severely mentally ill is strongly 
associated with alcohol abuse??^, illicit drug 
abuse?^??, and noncompliance with 
psychiatric treatment’. Medical illness is also 
prevalent among the homeless mentally ill, 
and health problems typically are chronic and 
untreated^?. The mentally ill homeless delay 
seeking outpatient medical care to a greater 
degree than other homeless individuals, 
resulting in physical deterioration and 
exacerbation of medical symptoms so that 
hospitalization is often required’. Delivering 
psychiatric treatment to this population is 
difficult®. | 

Service Needs and Ulilization. The 
homeless mentally ill have a wider array of 
service needs than the homeless who use 
social services®. Many chronically mentally 
ill persons cannot obtain or sustain access to 
community resources such as housing, a 
Stable source of income, or treatment and 
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rehabilitation services’. Many of the 
homeless mentally ill avoid the mental health 
system entirely, often because they are too 
disorganized to respond to offers of help’. 
Homeless adults have been found to lack 
Supportive social networks and to 
underutilize psychiatric, medical and welfare 
programs‘. 

Psychiatric Hospitalization of the 
Homeless Mentally Ill. Disaffiliation from 
social networks is associated with both 
mental illness and homelessness*. The 
homeless mentally ill аге often 
disenfranchised from community services, 
often resulting in acute psychiatric 
hospitalization even if such a restrictive 
environment is unnecessary®. Psychiatric 
hospitalization may occur less as a result of 
dire psychiatric symptomatology than of the 
lack of acceptable shelter*. Homeless patients 
have higher psychiatric rehospitalization 
rates than patients with stable housing?. A 
chronic pattern of disaffiliation among the 
chronically mentally ill homeless may result 
in acceptance of shelter and food from 
psychiatric hospitals, but refusal of 
psychotropic medication and post-discharge 
placement and treatment often results in 
return to the streets. Despite a prevalent 
pattern of medication refusal, homeless 
patients appear to be attracted to the hospital, 
perhaps for its structured environment’. 

Intensive Placement Unit. A special 
unit for the homeless mentally ill was created 
at Creedmoor Psychiatric Center, a New 
York state psychiatric facility, as part of New 
York City's Project HELP (Homeless 
Emergency Liaison Project) initiative to 
identify and hospitalize homeless mentally ill 
persons who are unable to care for themselves 
and at risk of physical harm by virtue of their 
mental illness. The initiative has been 
described in detail elsewhere*?. Project 
HELP patients involuntarily hospitalized at 
Bellevue Hospital and found to be in need of 
extended care are transferred to Creedmoor 
Psychiatric Center's 70-bed Intensive 


Placement Unit (IPU). The IPU is composed 
of two wards of 35 patients each of which are 
divided into three multidisciplinary teams. 
Each team has a psychiatrist, several social 
workers and social work assistants, an 
activities therapist and medical coverage by a 
medical/surgical specialist. IPU treatment 
objectives include stabilization of psychotic 
symptomatology, acceptance of psychiatric 
treatment, establishment of an ongoing 
relationship with an intensive case manager 
with 24 hour, 7 day/week responsibility, 
socialization, evaluation and treatment of 
chronic medical problems, and appropriate 
placement in the community or on a long- 
term unit at Creedmoor Psychiatric Center. 
The purpose of this paper is to identify the 
characteristics and service needs of this 
subgroup of the homeless mentally ill, and to 
learn whether extended care on a unit 
specifically mandated to provide intensive 
placement services in tandem with 
psychiatric care improved the likelihood of 
obtaining a community placement or other 
domicile. 


METHOD 

From October 27, 1987 through December 
31, 1989, 246 patients were transferred from 
the intensive psychiatric care unit at Bellevue 
Hospital in Manhattan for their first 
admission to the Intensive Placement Unit 
(IPU) at Creedmoor Psychiatric Center in 
Queens, New York. We examined discharge 
summaries for all 246 patients. Demographic 
and clinical data were collected, and 
discharge dispositions were ascertained. 


RESULTS 

Demographic and clinical characteristics 
of the 246 patients admitted to IPU during the 
time frame examined are presented in 
Table 1. The majority of patients were men, 
167 (67.9%), and most were White, 110 
(44.7%), or Black, 101 (41.1%), between 30 
and 49 years old. Of the 236 patients for 
whom diagnoses меге recorded, 
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schizophrenia was the most prevalent 
diagnosis, 143 (58.1%). Schizoaffective 
disorder was also prevalent, 65 (26.4%). A 
majority of patients, 152 (61.8%), also had a 
medical condition related to neglect of self- 
care, and a substantial proportion abused 
alcohol, 65 (25.2%), and illicit drugs, 42 
(17.0%). Discharge dispositions are also 
presented in Table 1. While one-third of 
patients, 82 (33.3%) left the hospital without 
consent or refused a placement referral, most 
patients, 164 (66.7%), accepted a placement 
at discharge from IPU. The demographic and 
clinical characteristics of those patients in the 
IPU accepting community placement (164), 
and those refusing community placement 
(82) are also presented in Table 1. 


DISCUSSION AND CONCLUSIONS 

Nearly two-thirds of the patients 
transferred to IPU had medical problems 
requiring treatment on admission. This 
represents a broad range of medical problems 
heavily weighted by deficiencies in B12, 
folate, and by anemia, skin lesions, and other 
consequences of chronic exposure, failure or 
inability to access health care, and poor self- 
care. That 61.8% of the patients transferred to 
IPU from Bellevue Hospital after an average 
stay of 61.3 days? still had medical problems 
related to neglect of self-care reflects the 
severity Of patient disorganization prior to 
admission to Bellevue. The prevalence of 
medical illness is substantially higher than 
the 45% found among psychiatric patients in 
a general state mental health system”. 
Serious physical deterioration secondary to 
an untreated psychiatric disorder may at least 
partly explain the need for extended 
psychiatric hospitalization. 

Abuse of alcohol appears to be more 
prevalent than abuse of other substances 
among homeless patients requiring extended 
care. Greater than 90% of IPU patients had a 
primary psychotic diagnosis. Comorbid 
alcohol abuse was diagnosed in fully one- 
quarter (25.2%) of patients, and illicit drug 


abuse in almost as large a proportion, 17.1%. 
These figures probably underestimate the 
prevalence of comorbid substance abuse with 
psychosis in the homeless mentally ill 
because our data were obtained from 
discharge summaries where substance use 
histories are not systematically recorded. 

Placement of homeless mentally ill 
patients upon discharge was expected to be 
difficult due to the chronic disaffiliation and 
resistance to treatment systems of this 
population. Thirteen percent of IPU patients 
were discharged to their family or to live on 
their own, a somewhat lower proportion than 
the 19.1% discharged directly from Bellevue 
tolive with relatives or alone (9). One-third of 
IPU patients terminated psychiatric treatment 
by leaving Creedmoor against medical advice 
or refusing a community placement. This is 
the same proportion of patients who left 
Bellevue and were either back on the streets 
or their location was unknown’. 

In the assessment of discharge potential of 
patients on the IPU, the most important 
factors include the patient’s willingness to 
comply with psychopharmacological 
treatment, to abstain from substance abuse, 
and most important, to accept residential 
placement. The latter of these criteria is 
unique to this population and one of the most 
problematic. Many patients transferred to 
Creedmoor want to retum to live on the streets 
of Manhattan. Many assert this from the 
outset and never change their minds, while 
others keep this to themselves, or appear to 
change their minds during the course of their 
hospitalization. This latter group will often 
placate staff, feign interest in placement, and 
then quickly elope from their placement site. 

However, the majority of IPU patients, 
164 (66.7%), accepted community 
placements. This is a substantially larger 
proportion than among patients discharged 
directly from Bellevue Hospital, where 
27.1% accepted community placements’. 
These placement rates indicate that certain 
patients may have benefited from their 
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extended stays in a psychiatric hospital. 

Demographic and clinical characteristics 
(psychiatric diagnosis, medical diagnosis, 
prevalence of drug and alcohol abuse and/or 
dependence, and discharge disposition) of 
patients admitted to Creedmoor Psychiatric 
Center's Intensive Placement Unit appear to 
be very similar to patients who, once 
stabilized at Bellevue Hospital, could be 
immediately placed in the community (9). In 
addition, these demographic and clinical 
characteristics between those homeless 
Creedmoor patients accepting community 
placement and those refusing community 
placement are very similar as well. Therefore, 
what determines extended hospitalization 
and successful community placement among 
the homeless mentally ill may be related to 
differences in the degree of engagement in 
psychiatric treatment. 

Half of the visits to Bellevue Hospital 
initiated by Project HELP ended in transfer to 
the specialized Intensive Placement Unit at 
Creedmoor Psychiatric Center, a state 
hospital unit (9). This rate of transfer well 
exceeds the 8% rate of transfer to adult state 
facilities in New York City during the same 
period (Personal Communication). 
Aggressive removal from the streets of the 
homeless mentally ill found to be in need of 
acute or extended psychiatric or medical care 
increases the demand for public hospital 
beds. In addition, support networks among 
the homeless tend to be minimal (3), and most 
of the homeless mentally ill require structure 
and supervision to live in the community. 
Because a primary goal of the Intensive 
Placement Unit is to help patients maintain 
their community placements and arrange for 
prompt rehospitalization when necessary, 
greater long-term involvement by clinical 
staff is required. Our descriptive study 
provides evidence that the additional 
resources invested in caring for the homeless 
mentally ill produce benefits. 

The limitations of this study must be 
considered in determining the applicability of 


our findings to other settings. Retrospective 
review of discharge summaries limits the 
range of factors we could meaningfully 
examine. In addition, clinical and medical 
variables were not independently rated. 
Finally, no comparison group was evaluated 
for the same time frame. Nevertheless, our 
finding that community placements were 
accepted by a majority of patients who were 
previously homeless and chronically 
disaffiliated from mental health and other 
social service networks should encourage the 
development and prospective evaluation of 
programs like the Intensive Placement Unit 
specifically designed to assist the homeless 
mentally ill to obtain and sustain access to 
psychiatric care and shelter. 
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Table 1. Demographic and clinical characteristics and disposition at 
discharge of 246 homeless mentally ill patients requiring extended 


psychiatric care. 


Characteristic 
Gender: 


Female 
Male 


Age: 
Under 30 
30-49 
50 or older 


Ethnicity (n2242!): 
White 
Black 
Hispanic 
Asian 
Native American 


Psychiatric Diagnosis at Discharge (n-236)): 
Schizophrenia 
Schizoaffective Disorder 
Bipolar Disorder - Manic 
Major Depressive Disorder 
Dementia 
Other Psychosis 


Medical Condition Related to 
Neglect of Self-Care: 
Alcohol Abuse or Dependence: 


Drug Abuse or Dependence: 


Average Length of Stay on IPU: 


Discharge Disposition: 

Placement Accepted (n=164, 66.7%): 
Community Residence 
Adult Home 
Family 
Long-term Psychiatric Facility 
Single Room Occupancy 
Own Home or Apartment 
Health Related or 

Skilled Nursing Facility 

Placement Not Accepted (n=82, 33.3%): 
Left Hospital against Medical Advice 
Referral Refused/Disposition Unknown 


'An n of less than 246 indicates that remaining data were unavailable from patient records. 


N 


79 
167 


39 
134 
73 


110 
101 
26 


143 
65 
11 


124 
62 
42 


(%) 


(32.1%) 
(67.9%) 


(15.9%) 
(54.5%) 
(29.7%) 


(44.7%) 
(41.1%) 
(10.6%) 
(1.6%) 
(0.44%) 


(60.6%) 
(27.5%) 
(4.7%) 
(2.1%) 
(1.3%) 
(3.8%) 


(61.8%) 
(25.2%) 
(17.1%) 


113.9 days 


56 
31 
26 
25 
17 

6 


3 


72 
10 
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(22.8%) 
(12.6%) 
(10.6%) 
(10.2%) 
(6.9%) 
(2.4%) 


(1.2%) 


(29.3%) 
(4.1%) 


Placement Not 
Accepted N(%) Accepted N (%) 


23 
59 


13 
59 
10 


41 
32 
8 
1 
0 


50 
21 


a N 


50 
23 
16 


(28.1%) 
(71.9%) 


(15.9%) 
(71.9%) 
(12.2%) 


(50.0%) 
(39.0%) 
(9.8%) 
(1.2%) 
(0.0%) 


(60.9%) 
(25.7%) 
(3.7%) 
(1.2%) 
(2.4%) 
(6.1%) 


(61.0%) 
(28.0%) 
(19.5%) 


108.4 days 


Placement 


56 
108 


26 
75 
63 


69 
69 
18 
3 
1 


93 
44 
8 
4 
1 
4 


102 
39 
26 


(34.1%) 
(65.9%) 


(15.9%) 
(45.7%) 
(38.4%) 


(43.1%) 
(43.1%) 
(11.3%) 
(1.9%) 
(0.6%) 


(60.4%) 
(28.6%) 
(5.2%) 
(2.6%) 
(0.6%) 
(2.6%) 


(62.2%) 
(23.8%) 
(15.9%) 


115.8 days 


AN OUTCOME STUDY OF REFERRALS FROM 
A CHILDREN'S PSYCHIATRIC CENTER AT AGE 
18 TO AN ADULT PSYCHIATRIC CENTER 


by Alvin Pam, Ph.D.* and Wayne Lavender, Ph.D.** 


ABSTRACT 

Over a 10 year period of time, this study 
follows patients discharged at age 18 from a 
children’s psychiatric center who were 
directly transferred to the regional adult 
psychiatric center because no community 
disposition was deemed possible. A 
comparison group consisted of patients who 
had been at the same children’s psychiatric 
center who eventually were admitted to the 
same adult psychiatric center—a more or less 
indirectly admitted cohort. The findings offer 
clinical feedback to the children’s center as to 
how many of their patients immediately or 
subsequently go on to the adult psychiatric 
center, how these ex-clients of theirs fare in 
terms of psychiatric progress, and whether 
the often-heard stereotype that direct 
admissions at age 18 are the “worst cases" in 
the New York State system has any basis in 
empirical data. 


INTRODUCTION 

As staff psychologists at a New York state 
hospital, Bronx Psychiatric Center, 
(hereinafter referred to as "BPC"), the 


authors are in a unique position to do a kind of 
program evaluation for a sister state facility 
on the same campus: the Bronx Children's 
Psychiatric Center (hereinafter referred to as 
"BCPC'').*** Whereas the children's 
hospital must discharge patients who “age 
out" on their eighteenth birthday, the adult 
hospital can only admit patients who are 
eighteen years or older. Thus, those 
youngsters whom the children's hospital 
cannot discharge before that fateful birthday 
are directly transferred across the way and 
admitted on the spot to our facility—a 
transition representing continuity in 
institutionalization but at the same time 
involving discontinuity in care. In the minds 
of the BPC staff, these are the worst treatment 
"failures" of BCPC: those youngsters not 
reached and thus passed along for what could 
turn out to be careers as severely disturbed 
mental patients. As these young people enter 
the adult facility on their eighteenth birthday, 
a common grumbling reaction heard from the 
receiving staff is: “Oh God, another BCPC 
case—the worst!" But these are not the only 
BCPC cases at BPC. In addition, youngsters 
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the children's hospital did discharge can also 
be admitted to the adult facility after they had 
passed age eighteen; this second group is 
seldom reacted to in quite such a pessimistic 
fashion by the BPC staff, although by the 
same logic as above, these cases could also be 
considered the treatment “failures” of BCPC 
(but about which their staff would ordinarily 
have no way to know). The present authors 
did a longitudinal survey of ten years’ worth 
of admissions to our facility to identify 
anyone who had been a. the children's 
hospital. We charted their clinical course and 
we attempted to formulate some inferences as 
to which youngsters in the children's hospital 
were most likely to require continued 
hospitalization beyond, or intermittently 
after, their childhoods. The limitations of our 
study have to be mentioned before we go on 
to discuss data. First, both psychiatric centers 
are located in a common catchment area, 
encompassing the entire Bronx (which, 
incidentally, is the most socio-economically 
disadvantaged of New York’s five boroughs). 
Patients who geographically removed 
themselves from the Bronx after their sojourn 
at the children’s hospital are lost to our 
follow-up, as indeed are some of the patients 
who remained in the Bronx but managed to 
avoid any further state hospital contacts. 
Second, we are very familiar with the clinical 
course of the patients at our own facility, but 
much less so about what happened to get these 
people admitted earlier on to the children’s 
hospital or their clinical course while there. 
Third, the word "failure" can be misleading, 
which is why we placed it in quotes. If a 
youngster was at the children's hospital, was 
discharged prior to age 18, and was never 
later admitted to our adult facility, the case 
was not automatically a "success'"—that 
particular person could have died, gone to 
jail, joined the ranks of the homeless, or 
otherwise failed to make adequate 
adjustments to adulthood, as Pam et al (1973) 
showed in a community follow-up study of a 


cohort of self-discharged patients who were 
mistakenly considered to be "doing well" 
overall simply because they were never heard 
from again as admissions. Conversely, the 
children's cases sent on to us are not 
necessarily "failures" since some youngsters 
need lengthy hospitalizations and could 
ultimately benefit from the combined care of 
the two facilities. Nevertheless, by and large, 
those who stayed out of the adult center for up 
to 10 years can arguably be considered 
generally higher functioning in psychiatric 
terms than those who could not do so. Fourth, 
when a mental patient does not improve over 
the course of treatment, we do not subscribe 
to the view that the treatment was necessarily 
insufficient or faulty. Our data is not intended 
to judge the work done at the children’s 
hospital, which might have been excellent 
even in the most frustrating cases. Indeed, we 
want to back away from the term “treatment 
failure” and move to the much less pejorative 
"treatment non-responder'.. It could be that 
the patients who could not be discharged were 
simply the sickest, or least placeable, not to 
be compared like apples and oranges to those 
who were discharged. Our data bears on 
treatment outcome, so as to inform care- 
providers at BCPC about the subsequent fates 
of those who turned out to be their most 
chronic patients. As a final consideration, we 
realize that the children's hospital deals with 
a very troubled populationin which all known 
interventions might have limited prospects. 
One is reminded of Lee Robins' account in 
Deviant Children Grown Up (1966) 
according to which youngsters who showed 
pronounced features of delinquency by age 7 
were usually hardened psychopaths by age 
14. If our data were to prove unfavorable in 
terms of prognosis for most youngsters 
treated at the children's hospital, it would 
merely imply that treatment interventions 
have to begin even earlier than they now do 
(secondary prevention) and that more 
resources need to be poured into family 
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maintenance programs in the Bronx (primary 
prevention). In other words, the existence of 
a children's psychiatric hospital does not 
necessarily a solution to the mental health 
problems of children inthe Bronx make. With 
these caveats in mind, we now pass on to our 
survey. 


METHOD 

This study traces any admissions to the 
adult center who had previously been at the 
children’s center. The period under scrutiny 
is January 1, 1982 to December 31, 1991, or 
a span of 10 years. In addition, a one year 
follow-up period was established beyond the 
termination period (until December 31, 1992) 
during which the further course of patients 
could be traced, so that anywhere between 
one and eleven years transpired since the 
patient first entered the adult center. 
Admissions to the adult center were checked 
from computer print-outs against discharges 
from the children’s center. In this manner, 
patients transferred on their eighteenth 
birthday were readily identified and all 
former BCPC patients would theoretically be 
identified. However, mistakes in scanning or 
recording were still possible. To guard 
against this possibility, the second author of 
this report, who is the psychology supervisor 
on the BPC Admissions Unit, checked the ID 
numbers of patients known to have been at the 
children’s center against the computer list 
and was thus able to catch some 
discrepancies. In addition, he likewise 
checked lists of patients from the children’s 
center to see if any names were familiar to the 
adult center and, again, some discrepancies 
were caught. While these methods were not 
fool-proof, the writers feel relatively secure 
in the belief that few, if any, index subjects 
were missed. As one indication that our 
survey was comprehensive, we even picked 
up several adult inpatients who had been at 
children’s centers in boroughs other than our 


own, but we did not count them as subjects 
except to note that they had a similar clinical 
course as their counterparts from our 
borough. Once our pool of subjects was 
identified, we checked the adult records for 
length of stay, subsequent readmissions, and 
whatever data was available on their 
psychological status once they left the 
facility. In nearly all cases, we had little 
difficulty in tracking the patient’s course after 
age 18, since a number have remained at the 
adult center for many years, while others were 
referred to one of our aftercare programs, and 
still others are presently living at local 
community residences. We were therefore 
able to make global statements about the 
functioning of the index group post-discharge 
from the children's center. It can be objected 
that this study needs a control group, so that 
comparisons can be made between the index 
group and other patients from BCPC who 
never came to BPC. However, both practical 
and theoretical difficulties preclude this 
procedure. In pragmatic terms, we have no 
way to trace the course of patients from BCPC 
equivalent to what can be done for those who 
came to BPC. In the absence of information, 
we might assume a control group is doing 
better than they really are—a common error 
in studies of this type (as shown in the 
aforementioned Pam et al study). On 
theoretical grounds, this is program 
evaluation research in which the issue is 
hardly whether patients will fare better if they 
are discharged from BCPC to BPC as 
contrasted with discharged to the community. 
The variable of interest (psychological 
functioning after age 18) is to a certain extent 
not under the control of either BCPC or BPC 
staff—extraneous variables such as patients’ 
vulnerability to drugs, their acceptability to 
community agencies, the situation in their 
homes, involvement in legal systems, etc. are 
just as critical in determining outcome as 
anything the staff does. The survey is more in 
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the nature of a naturalistic-longitudinal study, 
in which an index group is followed through 
vicissitudes in public mental health hospitals 
and where the outcome in each case is a joint 
product of individual pathology, the quality 
ofinstitutional care, and access to community 
support systems. 


RESULTS 

Of 3,970 admitted patients to BPC overthe 
ten year index period, only 27 were direct 
transfers from BCPC at age 18—less than 3 
per year and only 0.7% of total admissions. 
Another 48 former BCPC patients were 
admitted sometime after their eighteenth 
birthdays (1.1%). This makes a grand total of 
75 ex-BCPC patients, or only 1.8% of total 
BPC admissions over the ten year span. As of 
the last day of the study—Dec. 31, 1991—19 
out of the 698 census of BPC had ever been at 
BCPC, or less than 3% of the population. 
These statistics mean that BCPC is not a 
major direct or indirect source of referrals to 
BPC. 

As for the percentage of BCPC patients 
who came to BPC, there were 697 discharges 
from BCPC in the ten year period (we are not 
including data from its short-term acute 
admissions unit opened in 1988). Thus, only 
28 out of 697 (4%) were direct transfers to 
BPC, and only 75 out of 697 (11%) were at 
some point admitted to BPC, amounting to 
only a fairly small percentage of total BCPC 
at-risk patients. 

How have the index patients fared since 
arriving at BPC? Some have done very 
poorly—since admission at age 18, 8 ofthe 27 
(30%) direct transfer patients are still at BPC 
on continuous stays; they are presently an 
average 23.2 years of age, with an average 
stay to-date of 5.2 years. Of the remainder, 10 
patients have had multiple admissions to 
BPC, 5 have had admissions to other regional 
state hospitals after being discharged from 
BPC, and 1 has been lost to follow-up after 


being discharged to live with family out of 
state. This leaves only 3 out of the original 27 
who have stayed out of state hospitals since 
being discharged from their initial BPC ad- 
mission. 

Of the 48 admissions to BPC sometime 
after their eighteenth birthday, only 4/48 
(8%) have had continuous stays, compared to 
the aforementioned 8/27 (30%) in the direct 
transfer group, with an average stay of 4.5 
years. This set of 4 patients presently has an 
average age of 23.5 years and entered BPC at 
an average age of 19.0 —evidently, they 
could not sustain themselves in the 
community for very long. Of the remaining 
44, 15 have had multiple admissions to BPC, 
15 have been hospitalized at other state 
hospitals since leaving BPC (and 3 of these 
additionally served time in state 
penitentiaries), 1 has died, and 13 have been 
so far able to avoid hospitalization in any 
regional facilities after discharge from BPC. 
For a summary of the data presented so far, 
see Table I. 

It would appear that, as a group, the index 
patients have not fared well. A better measure 
of just how disturbed they are, even within the 
BPC population, would involve their 
referrals to the Secure Care Unit (SCU) when 
they could no longer be managed on regular 
psychiatric inpatient wards, usually because 
of violent or self-destructive behavior. The 
SCU is a 20 bed ward, so that it handles 
relatively few of the patients at BPC at a given 
time (BPC has a census of about 550-600 
patients). Here, the statistics are startling: 7 of 
the 27 direct transfers (2695) have been on 
SCU; 11 of the total 75 ex-BCPC patients 
(15%) һауе been sent there. At any given 
time, 2-4 of the 20 SCU beds are typically 
occupied by former BCPC patients, almost 
always including those transferred directly 
here at age 18. In short, a core of patients 
exists at BPC who were at BCPC in 
childhood, came to BPC at age 18 or 19, and 


Table I 


Continuous BPC stays 
Multiple BPC admissions 


BPC and other state hospital admissions 


Discharged from BPC, no return 
Left New York State, no information 
Death 





Admitted After 
Age 18 
N = 48 
8 (30%) 4 (8%)* 
10 (37%) (27%) 
5 (19%) (31%) 
3 (11%) (31%) 
1 (3%) (0%) 
О (0%) (2%) 


Direct Transfer 
Group 
М-27 


*Chi-Square = 4.39, significant at the .05 level. 


have spent considerable time at BPC on the 
SCU. Obviously, these comprise many of the 
most troubled, intractable inpatients at BPC. 
This small number of patients (as already 
noted, a total of 11 over the ten-year span) call 
attention to themselves via their extreme 
acting out behavior and account for much of 
the stigma that now attaches to ex-BCPC 
patients in the minds of BPC staff. Why these 
patients are so prominent within the context 
of the state hospital can be seen from the 
following case vignette: 

Jimmy was transferred from the children's 
center once he turned 18. He had been there 
on-and-off since age 14, three years after he 
and his mother migrated from Central 
America. At one point, his mother sent him to 
his father in his homeland, but he could not be 
managed there either. At our hospital, Jimmy 
was initially calm but confused, with a 
marked speech impediment, but he became 
increasingly agitated, necessitating transfer 
to the SCU. There, despite various 
medication regimens, including clozaril, he 
frequently required seclusion or restraint. 
Once he mutilated a testicle and once he 
pulled one of his eyeballs out of its socket. 
Among his delusions is the belief that he is 
possessed by the Devil, and he has 
sporadically been dangerous to others. He has 


remained on the SCU continuously for four 
years. He is regarded as probably the most 
disturbed patient at BPC. 

However, other patients are more or less 
"ordinary" state hospital patients and some 
even do quite well. The following vignette 
illustrates an ex-BCPC patient fairly typical 
of that population when they come to BPC: 

Mary was directly transferred from BCPC 
and was discharged a year later. Since then 
she has had several briefer stays at the adult 
hospital. When admitted, she is episodically 
psychotic as well as hostile and unco- 
operative, but she quickly reorganizes and 
presents as a "borderline personality 
disorder". She has had several long-term 
relationships, each with a male patient she 
meets here; some of these relationships 
recapitulate abusive childhood ties. 
Complicating factors are limited family 
support, episodic drug use, and her HIV- 
positive status. She has had a child whom she 
could not take care of, requiring placement 
with her grandmother. This patient has been 
only somewhat contained in her unstable 
existence, but she has spent most of her life 
after 18 outside the hospital, has been in 
significant relationships, and is only 
periodically psychotic. 

In short, despite the severe level of 
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disturbance seen in the functioning of some 
high-profile ex-BCPC patients, the image of 
the “worst” patients coming from there is just 
a stereotype. Our data clearly shows that, by 
contrast, of the 48 ex-BCPC patients who 
came to BPC sometime after age 18, only 4 
were ever on SCU (8%) and even the direct 
transfers had only 7 out of 27 (26%) who were 
ever referred there. In other words, the vast 
majority (85% of the total ex-BCPC group) 
manage to avoid placement on the SCU and 
are treated along lines very similar to other 
patients who enter BPC without this 
background. 


DISCUSSION 

There are several findings we extrapolate 
from our data. First, the children’s hospital 
appears to be quite successful in getting 
emotionally disturbed hospitalized 
youngsters through a stormy childhood and 
preparing them for life in the community as 
other than now-adult inpatients in state 
psychiatric facilities. In this respect, our 
program evaluation is very favorable as 
regards the outcome of treatment being 
rendered at BCPC, atleast in terms of keeping 
their patients out of adult state psychiatric 
centers after age 18. 

Our second finding is that very few of the 
patients requiring direct BPCP-to-BPC 
transfer at age 18 manage to stay out of adult 
psychiatric centers for ten years thereafter— 
only 3 out of 27. Somewhat more favorably, 
ofthose ex-BCPC clients who got admitted to 
BPC at some point after age 18, 15 out of 48 
(31%) were able to stay out of regional 
facilities for the entire ten year study period. 
In general, those former BCPC patients who 
require extensive inpatient care after age 18 
represent a troubled group as adults, difficult 


to treat even by state hospital standards. 
Several of these patients we know to be 
organically impaired, and three are mentally 
retarded; others were hyperactive in their 
early years and still others were childhood 
schizophrenics. There is clinical evidence to 
suspect that some of the most difficult cases 
occurred as a result of extreme infantile 
neglect or abuse, such as described by 
Greenspan (1987). Certainly, some of this 
group of patients from BCPC require an 
inordinate amount of staff attention by virtue 
of their chronicity and violence. We have 
seen that 1 1 of them required the extra control 
of ourSCU for prolonged periods and have by 
their conduct helped create a stereotype 
according to which the worst cases at BPC 
come from BCPC. However, our data refutes 
the validity of any such stereotype for many 
ex-BCPC patients. Fully 89% of BCPC 
patients never come to BPC. Out of 75 
admissions who had ever been at BCPC, 9 
have never had to be rehospitalized at a state 
facility. Those who have had multiple 
admissions do not seem clinically different 
from most of the BPC population. We have 
seen that 85% of the ex-BCPC patients ever at 
BPC never go to SCU. 

In conclusion, despite the extreme and 
well-known pathology of a few ex-BCPC 
patients, very few cases come to BPC from 
BCPC and most that do are generally just as 
treatable as patients we receive from other 
referral sources. 
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THE PARTIAL HOSPITALIZATION PROGRAM 
AT MIDDLETOWN PSYCHIATRIC CENTER 


The Middletown Psychiatric Center's 
Partial Hospitalization Program opened its 
doors on December 15, 1992. The program 
site is located on the grounds of the 
psychiatric center, now called the 
Community Campus ever since the hospital 
began sharing its 226 acre grounds with a full 
spectrum of mutually supportive public and 
non-profit agencies. 

The Partial Hospitalization Program was 
designed to comply with Parts 587/588 of 
Title 14, Codes, Rules and Regulations of the 
State of New York in accordance with 
Articles 31.07 and 31.09 of the Mental 
Hygiene Law. On June 11, 1993 the program 
was reviewed under the new tiered 
Certification Process and was given a 30 
month operating certificate, making this 
program the first Partial Hospitalization 
Program in New York State to meet these new 
regulations. This process of review focused 
principally on the following areas: Life 
Safety, Patient Rights, Treatment & 
Outcomes, Accessibility & Linkages, and 
Program Operations. 


by V. Radhakrishnan, M.D.*, 
Annette Marsh, CMHN**, 
Robert Slaughter, MS, CAC***, 
and Leslie Citrome, M.D.**** 


TARGET POPULATION/ADMISSION 
CRITERIA 

The Partial Hospitalization program is 
designed for those persons over 18 years of 
age with a DSM III-R diagnosis of mental 
disorder and who reside in the outpatient 
community and are unable to be maintained 
in existing treatment programs, such as an 
outpatient clinic or continuing/day treatment 
programs, because of the degree of 
psychiatric symptoms or severe functional 
deficits, but determined not to be a danger to 
self or others. These patients are at risk of 
hospitalization due to the degree of 
psychiatric symptoms and require intensive, 
medically supervised intervention in a 
community-based setting. In addition, 
patients can be discharged from an inpatient 
unit prior to complete remission of symptoms 
with the partial hospital providing a 
transitional service. This reduces the length 
of hospitalization while assisting the 
patient’s return to the community through 
short term, intensive treatment. The program 
also has the capacity for mobile crisis 
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intervention and intensive case management 
services. 

The Partial Hospitalization program at 
Middletown Psychiatric Center serves the 
needs of the catchment area of Orange and 
Sullivan counties. The primary focus is on 
immediate crisis intervention/stabilization to 
maintain community living and linking them 
to community services once the crisis has 
stabilized. The program is flexible and is 
tailored to meet the individual needs of the 
patient. Participation may be 6 hours/day, 
five days a week to a minimum of 4 hours/ 
day, 3 days a week, with a maximum length of 
stay of 180 hours orsix weeks. A utilization 
review plan has been built into the program to 
address appropriateness for admission by the 
4th visit with review for continued stay 
weekly. Emergency services for evenings, 
nights and weekends are available through 
the local community health center, mobile 
crisis service and some instances, intensive 
case management. 

Since the start of ourprogram in December 
of 1992, we have gathered statistical 
information on all patients admitted to the 
Partial Hospitalization Program. The figures 
that follow represent an 8-month period from 
mid-December 1992 to mid-August 1993, 
and are as follows: 

Sex, Age and Race: Males comprise 
5996 of our population, totalling 34 persons, 
while females make up the remaining 41%, or 
24 persons. The average age of persons in 
program is 34 years, while the median age is 
32 years. In our population, 72.4% were 
White, 15.5% (9) were Black, 10.3% (6) were 
Hispanic and 1.7% (1) was a Native 
American. Our population was almost 
exclusively English-speaking with 57 people 
(98.3%) speaking English, while 1 person 
(1.7%) spoke Spanish as their primary 
language. 

Education: Of our population, 20 
(34.5%) had a High School education while 


13 (22.3%) had education above the High 
School level. Nineteen patients (32.8%) had 
some High School and 6 (10.3%) had less 
than any High School. 

Marital Status: Our population had 37 
(63.8%) that had never been married. Of that 
segment of our population, males comprised 
26 (70.2%) while females comprised 11 
(29.7%). Of the entire population, 8 (13.8%) 
were separated, 3 (5.2%) were married and 10 
(17.2%) were divorced. 

Religion: Of the 58 people seen in 
program, 32 (55.2%) were Catholic, 17 
(29.3%) were Protestant, 2 (3.4%) were 
Jewish and 7 (12%) stated they had no 
specific religion. 

Employment: Unemployed persons 
numbered 53 or 91.5%, while 5 or 8.5% were 
homemakers, employed or actively looking 
for work. 

Significant Problems: Of the entire 
population, 22 (37.9%) were considered to 
have a mental illness without a significant 
history of substance abuse, while 36 persons 
(62.1%) were considered mentally ill 
chemical abusers (MICA). In the MICA 
population of 36, 7 (19.4%) had problems 
with alcohol, 11 of the 36 (30.5%) had 
problems with substance abuse and 17 
(47.2%) had problems with alcohol and 
substance abuse. One person (1.7%) had 
problems with alcohol as well as significant 
physical problem. 

Household Composition: A large 
number of our patients, 24 (41.4%) lived with 
others in a residence, while 11 (19%) lived 
alone. There were 15 people (25.8%) who 
resided with various relatives (parents, 
spouse or children). There were 3 (5.2%) with 
no permanent address while 5 (8.6%) came 
from an institution or other residential 
facilities. 

Time of Last Service: A significant 
number of our population, 50 (86.2%) 
received services from a mental health 


facility less than 7 days before coming to the 
Partial Program. The other 8 (13.895) were 
scattered in a range from 30 days to 1 year. 

Diagnosis: Of the 24 DSM-IIIR Axis I 
diagnosis assigned to our patients, excluding 
chemical abuse, 15 patients (25.9%) were 
* diagnosed as schizoaffective. Eleven (19%) 
were diagnosed with a variety of 
schizophrenic disorders. Bipolar disorders 
included 12 people (20.6%) and major 
depression 7 (12%). Dysthymia accounted 
for 4 (7%) while the remaining 9 (15%) were 
other DSM-IIIR diagnoses (Organic Mood 
Disorder, Psychotic Disorder NOS, Anxiety 
Disorder NOS, Adjustment disorder, Post 
Traumatic Stress Disorder, Depressive 
Disorder NOS, Intermittent Explosive 
Disorder). 

The goals of the Partial Hospitalization 
Program are the rapid stabilization of 
symptoms and the beginning reacquisition of 
functional abilities. Due to the relatively 
brief period of time in this program, there is a 
lot of emphasis on discharge planning as part 
of the active treatment services. Individuals 
are encouraged to participate in appropriate 
Outpatient and/or community support 
programs once they leave Partial 
Hospitalization Program in order to continue 
their rehabilitation in a less intensive 
program. For our Partial Hospitalization 
program, housing must be in place as we have 
no residential component available. 

The wide array of services provided 
include assessment, treatment planning, 
health screening and referral, crisis 
intervention and outreach, case management, 
medication therapy, medication education 
and symptom management groups, stress and 
anger management groups, health issues 
groups, nutrition and safe sex groups, 
women’s and men’s issues groups, discharge 
planning, and a consumer advocacy group. 
For individuals who are dually diagnosed 
with both psychiatric and chemical abuse 


disorders, we provide a MICA track and 
encourage participation in 12 step programs. 
We provide both breakfast and lunch and 
encourage individuals to take an active role in 
planning and preparation of meals to focus on 
support skills. 

The Partial Hospitalization Program has 
one full time Psychiatrist, 1 Social Worker, 1 
Community Mental Health Nurse, 1 Senior 
Recreation Therapist and 1 Program 
Coordinator/Community Mental Health 
Nurse, all of whom provide direct services, 
including individual and group therapies. We 
also have one Therapy Aide/Case manager to 
assist with support services, breakfast and 
lunch programs, transportation, etc. Our 
target capacity is 20-24 on the rolls, with 12- 
14 patients in daily programming activities. 


CONCLUSIONS 

This paper describes a Partial 
Hospitalization Program run within the New 
York State Office of Mental Health hospital 
system. There are several issues that need 
further study and clarification, such as the 
future role of the Partial Hospital Programs 
directed by state psychiatric hospitals, their 
cost effectiveness and treatment outcomes, as 
compared to inpatient programs and 
competing intensive outpatient treatment 
programs. 
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ON THOSE FROM WHOM WE LEARN" 


More than 20 years ago, I gave the 
William J. Kerr Lecture to the Gold-Headed 
Cane Society at the University of California 
in San Francisco. The title of that lecture was 
the same as the title I use today: "On Those 
from Whom We Learn.” In the earlier lecture, 
I quoted Whitehead, who said, “The central 
purpose of the university is the imaginative 
acquisition of knowledge,” namely, learning. 
Learning can only take place, remain viable, 
and grow if it is nourished by the pursuit of 
new knowledge and by the critical appraisal 
of today’s information, knowledge, and 
skills. I paid tribute to those from whom one 
has learned. It takes a little time, as Thoreau 
once said, "for a man to fit his clothes." It 
takes a little time to become a physician, and 
there are many who have taken part in the 
becoming — parents and spouses and peers 
and friends and teachers. Each deserves our 
warm gratitude, but there are others to whom 
I wish to pay special honor. It is not often that 
they are thought of as teachers, but I have 
learned much from them and shall be grateful 
to them always. They are my students and my 
patients. A teacher cannot be a teacher 
without a student; a man cannot learn to be a 
husband without a wife; a mother, without a 
child. Wordsworth’s “The child is father to 
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the man” tells us that the child takes his place 
in the education of his family. It is the 
responsiveness of the student, his 
engagement in the common task of acquiring 
knowledge, it is the mutuality of the 
experience that makes it possible for the 
teacher to fulfill his role. The student offers 
challenge. I have the impression that I have 
learned more from the undergraduate medical 
student than from the graduate and resident 
group. The former are more apt to ask 
searching questions; perhaps being ahistoric, 
their minds are not yet over-cluttered. The 
older group, at times, appear to have made 
their peace with ambiguity; at least they are 
more tolerant of our ignorances. I have 
learned that this may be an inevitable practice 
of the clinician, directly responsible for the 
sick, who must adopt a belief system freer 
from ambiguity than one who does not have 
this responsibility. I have learned from both 
groups. I have been stimulated by the 
frankness, the originality, the freedom and 
mobility of the younger minds not yet 
concerned with consequences and by the 
growing maturity and judgment of their 
elders. In the field of psychiatry, as in all other 
matters, the smaller the understanding of the 
situation, the more pretentious the form of 
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expression, and I owe much to my students 
who have helped me distinguish between fact 
and fancy, notion and hypothesis. And they 
have impressed upon me the imperative need 
for clarity and to make every effort, as best 
one can, to start our journey together from a 
point common to both. I know now that not all 
learn at the same rate. I have learned, too, that 
some aspects of human biology, for example, 
those that relate to bereavement, aggression, 
and sexuality, may cause more anxiety and 
concern in the learning process than does 
counting of bones. This requires different 
methods of teaching, and it requires that 
student and teacher know each other. Perhaps 
more important than anything else, students 
have taught me how to be responsible as a 
teacher. It is a serious matter, trying to 
influence the mind of another. The teacher 
must become responsible and accountable 
not only for learning proper methods of 
reaching the minds of his students, but also 
for remaining informed in the field of his 
study — sufficiently informed so that he has 
some idea of the history of ideas and practices 
that have led to the present situation — 
sufficiently informed so that he is able to 
acquaint the student with points of view and 
evidences not necessarily sympathetic with 
the teacher's beliefs and convictions. More 
recent experience contributed further to what 
I have learned from our students. In January 
and February of 1990, I conducted a course on 
interviewing for ten first-year medical 
students. It has been my good fortune to have 
kept in touch with them through the years. In 
May 1993, six received their M.D. degrees. 
Four had taken a year-out for study and inone 
instance for having a baby. Although I did not 
choose the group, nor did they choose me, it 
turned out that they were a highly unusual 
group. Of the six students who completed 
their work in May 1993, five were elected to 
the honorary society, Alpha Omega Alpha, 
and four of the five also received Doctor of 


Medicine degrees with honor. Over the next 
four years, these students shared generously 
with me their assignments, their perceptions 
of their teachers, current knowledge and 
information, and their experiences with their 
patients. Through this, I glimpsed something 
of the prodigious and exponential changes 
that have taken place since I finished medical 
school 60 years ago. I also became aware of 
certain changes in the nature of the doctor- 
patient relationship. In essence, I thought 
there was evidence that we were moving 
away from informal standards of professional 
ethics, from broad and general principles 
developed over centuries, from our 
traditional covenantal reciprocal relationship 
between patient and physician, and toward a 
civilly enforced body of law and 
administrative regulation that emphasize an 
adversarial relationship between healer and 
patient. 

Daniel X. Freedman interpreted this 
change as being based on a deep current 
mistrust in all “assumed relationships — the 
breakdown of Gemeinschaft into 
Gesellschaft." This typology was used by 
Ferdinand Tonneis (1887), when he 
distinguished two types of human volition — 
natural will and rational will. While neither 
Gemeinschaft nor Gesellschaft can be 
accurately translated, Gemeinschaft has 
come to mean a community of feeling that 
results from likeness and from shared life 
experience. Itis based principally on personal 
ties and relationships and on long established 
social habits. It is apt to be small in size 
and to a great degree dependent on oral 
communication. Gesellschaft is more 
rational, more mechanistic, with greater 
structure, and with more written and explicit 
rules and regulations. I know of no instance in 
which the shift of Gemeinschaft to 
Gesellschaft is reversed. That is why it is so 
important to point out to each medical student 
the tremendous importance of the legacy of 
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trust. It is a very ancient legacy and, with 
Imhotep, can be dated as early as three 
millennia before Christ. It is the trust that has 
been earned over the millennia that 
enables a stranger, the physician, to examine 
our body and to whom we will entrust our 
experiences with anxiety and fear and pain, 
and even shame and guilt. I have asked my 
students to preserve their innocence. By 
innocence I mean thoughtful, compassionate, 
imaginative, skilled concern about the patient 
and the patient's family. And what about my 
patients? What have I learned from them? I 
could not count the ways, much less the 
lessons learned. AS one cannot become a 
teacher without a student, one certainly 
cannot become a physician without a patient. 
And this brings to mind the most essential 
ingredient, the physician’s capacity to be 
concerned with the distress of another. 
Without this, the physician who serves as 
clinician cannot fulfill his obligation. You 
may remember the story attributed to 
Toscanini. The scene, the rehearsal of the 
orchestra during which the maestro is 
fascinated by the facial expressions of his 
concertmaster. He saw anguish, distress, 
sadness, all of which led him to stop and ask, 
“What is it, Giovanni, do you not like 
Beethoven?” With gloom and despair the 
concertmaster answered, “Maestro, it is not 
that I don’t like Beethoven; it is just that I 
don’t like music.” Fortunately, medicine is a 
house of many mansions. There are worlds of 
things as well as worlds of persons, and there 
is much for all of us to do. If, however, the 
physician is to be a clinician, one who cares 
for the sick and has direct responsibility for 
him, he must have what has been called the 
capacity for human intimacy — a basic 
capacity for interest in and involvement with 
oneself and with others. And this capacity, a 
necessary but not a sufficient condition, must 
be adapted to the specific tasks of the 
clinician. The patient teaches us humility. In 


spite of exponential increases in information 
and knowledge, the acquisition of new skills 
with new technology and an endless number 
of new and promising drugs, we often are 
confronted with problems with which we 
realize how limited is ourunderstanding, how 
imprecise our intervention. We, too, have our 
doctor's dilemma. Atone horn, we realize the 
limits ofour knowledge and skill; at the other, 
we realize we must act now. We do not have 
the leisure of the spectator of the human 
comedy like the historian or philosopher or 
biochemist. The clinician must act, using the 
best knowledge and tools available to him. 
The patient teaches us, too, to listen to him 
and to look at him. In psychiatry we have been 
so fascinated by what we hear that we have 
neglected to look. We can well respond to the 
wisdom of that dean of malapropisms, Yogi 
Berra, when he said, “You can observe a lot 
just by watching.” 

It is only by listening and looking and by 
conducting relevant procedures that we learn 
the nature of our patient's distress. Our 
primary loyalty as clinicianis to the patient, to 
the understanding of his distress and to its 
relief, and not to our personal needs, beliefs, 
ideologies, or chosen preferences for favorite 
drugs or modes of treatment. Sir Thomas 
Browne cautioned us over 300 years ago 
when he said, "I desire rather to cure his 
infirmities than my own necessities." This is 
particularly timely today when so many of us 
appear to be unduly concerned about our 
personal comforts as physicians and when we 
champion beliefs or schools of thought that 
bearlittle relevance to our patients' problems. 
I have learned to try to understand clearly 
what is the patient's problem and particularly 
his perception of his need. I have heeded the 
advice given me by a patient harassed and 
fatigued from years of psychotherapy with 
and without drugs when he said, “You don’t 
need to grind the valves every time; most 
often all I need is to have my windshield 
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wiped." Out of these experiences patients 
have taught me the necessity of the open 
mind, not open in the sense of being empty, 
but a mind open to constant critical review of 
what is known and yet able to entertain new 
information — a mind not enslaved by a priori 
views, but prepared to make decisions 
appropriate to the specific needs of the 
patient. What Holmes said of law — “It is a 
window through which one may look out 
upon mankind” — is certainly true of 
medicine. My patients have added 
immeasurably to my education. I have 
learned about the crafts and the professions 
and the arts, of business and commerce and 
play and vice — of the manners and morals of 
men and women of our time. I have tried to 
avoid the preferential exclusion of attending 
to a limited sample of patients. It is said that 
the modern physician, particularly the 
psychiatrist, is apt to choose as his patients 
those whom he resembles most, and, as many 
of us are middle class and verbal, they are the 
patients seen. Voltaire said, "If a camel has a 
god, it would probably look something like a 
camel.” Ihave cared for and been informed by 
patients black and white, rich and poor, young 
and old, harsh and gentle, and I assure you it 
has been a liberal education. Patients have 
taught me of the ubiquitous presence of 
anxiety and depression in the experiencing of 
illness. They have added immeasurably to my 
knowledge of the psychology and sociology 
of illness and of convalescence. Over a 
century ago, Charles Lamb, from his long 
experience as a patient wrote: "How sickness 
enlarges the dimensions of a man's self to 
himself! He is his own exclusive object." 
Although the expression of anxiety and 
depression may vary considerably, one learns 
that a common mechanism is that of self- 
absorption and retirement from reality. There 
are those who, like André Gide, believe that 
illnesses are the keys that can open certain 
doors for us. He wrote: "I believe that there 


are certain doors that only illness can open. 
There is a certain state of health that does not 
allow us to understand everything and 
perhaps illness shuts us off from certain 
truths; but health shuts us off just as 
effectively from others or turns us away from 
them so that we are not concerned with 
them.” But I find it difficult to glorify illness 
as such. My experience has taught me that 
illness, like poverty or bigotry, diminishes 
man. What ennobles manis not the illness, but 
his response to the illness, and I have been 
immensely impressed by man’s capacity, in 
legion ways, to master illness and distress in 
his attempt to regain health. I believe 
Hemingway once defined courage as grace 
under pressure. I have seen this many times in 
the conduct of my patients. The courage of 
some patients is more visible, perhaps more 
public or more transmissible than that of 
others. Most of us are familiar with the 
remarkable achievements of the blind and the 
deaf. Many of you have read the personal 
documents written by orthopedically 
disabled persons such as Hathaway's "The 
Little Locksmith'? or Carlson's (the spastic) 
"Born That Way.'"^ These and others are 
dramatic and moving documents and attest to 
the perseverance and courage of the disabled 
patient. In my work I have been impressed 
with the often silent and private courage of 
many psychotic patients, harassed and 
distressed for years by hallucinated voices. 
Recently, a 40-year-old woman, mother of 
four children, on her fifth admission for a 
recurrent psychotic experience, was asked 
about her voices, and she replied: "I have 
been hearing these voices for over 20 years. 
At times, they are soft; most often they are 
harsh. Even when soft, they appear to be 
angry, and they provoke and tease me. What 
do you think it means to have heard these 
voices all of these years? They are with me 
when I awake in the morning. They were there 
when I changed the diaper of my child, when 
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I tried to make a cup of tea or to pay the gas 
bill orto talk to a neighbor. There has been no 
rest. Idon't know how or why I have stood it, 
but I felt I should go on living." What is 
impressive is that so many do go on living, but 
there are others who cannot stand it. In 
Leonard Woolf’s autobiography, published 
posthumously, he included Virginia Woolf’s 
last note written to him before she killed 
herself by walking into the sea (March 28, 
1941)5 She wrote: “I am certain that I have 
gone too far this time to come back again. lam 
certain now that I am going mad again. It is 
just as it was the first time. I am always 
hearing voices, and I know I shan't get overit 
now.Ishan't recover this time. I begin to hear 
voices and I can't concentrate, so I am doing 
what seems to be the best thing to do...” And 
this brings to mind the prodigious variability 
of human behavior. We find variability, both 
intra- and inter-individual in biology, as 
every biological scientist and medical 
clinician can attest. It is even more profound 
in the behavioral sciences, and it is for this 
reason that we have had to develop modes of 
observation appropriate to our task of 
understanding behavior. As David Shakow 
has pointed out, medicine, as it includes 
biology and behavioral sciences, involves the 
observation of human beings by other human 
beings. This makes necessary not only 
traditional objective observation, but 
participant, subjective, and self-observation. 
In addition, the student and the physician 
learn that this differentiation among the 
several types of observation is central to the 
understanding of the patient-physician 
relationship and to the series of human events 
that take place between them. I am grateful to 
many patients for their kindness and 
compassion and generosity. Innumerable 
instances come to mind, particularly in my 
salad days, as student, as intern, and as 
resident, of patients being kind and helpful. 
When I consider it now, I must have been 


falsely confident of my recently acquired 
professional role. Patients quite properly 
could have been much more critical of my 
behavior, but most were gentle and kind. In 
the past six years, I have had the unusual 
opportunity to learn a great deal from the 
patients who are resident in the John Romano 
Community House. We have been together at 
lunch and at dinner, at clambakes and at 
parties, and at outings here and there. As each 
patient gains in his self-esteem, I notice the 
growing capacity of each person to give 
something of himself to others, the true test of 
emotional health and maturity. In my view, 
this reclamation of disabled persons, this 
movement from distress to effective living is 
as dramatic as modern day laser surgery or the 
remarkable efficacy of antibiotics. I have 
been impressed with the psychologic 
sensitivity and perceptiveness of the patients. 
Let me quote from one: “All of us carry a 
name that sometimes describes what we are. 
Sometimes, however, the name becomes a 
label that gets in the way of who we are. 
Having lived in the John Romano 
Community Residence, life turned around 
for me. I was able to find my inner self. Life 
greeted me and shook my hand, and I came to 
like myself as a person. I was no longer 
ashamed of having a mental illness. I was no 
longer a “lunatic” or some “crazy тап.” 
I’ve learned much from my patients, as 
have others. Let me tell you about Dr. Louis 
Hamman of Baltimore. He was the greatest 
clinician I have ever known. He was a wise, 
gentle, effective, and kind physician with 
immense experience, and his students at the 
Hopkins blessed him for all that he gave of 
himself to them. I met him at a rather critical 
time in the lives of many of us. It was shortly 
after Pearl Harbor. Our beloved professor and 
chairman of the Department of Medicine at 
Harvard and the Peter Bent Brigham Hospital 
had died fairly suddenly of a subarachnoid 
hemorrhage. The Harvard medical unit had 
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been sent to Northern Ireland and to 
Australia, and the destinies of many of us 
were quite uncertain. It was at that time that 
Louis Hamman came as Physician-in-Chief, 
pro tempore, to take over the duties of the 
hospital for a week's period, which is an old 
custom at the Brigham hospital. While I had 
known of Hamman for years, I had never had 
the opportunity to know him well. We talked 
together on many matters. He was of 
tremendous help to us at that difficult time 
and did much to reduce the anxiety and the 
uncertainty of those of us left in the hospital. 
One day we were speaking about how much 
one did learn from patients. In that setting, he 
told me this story. "It happened to me many 
years ago. I had just finished the residency in 
medicine. Dr. Thayer, who was then 
Professor of Medicine at the Hopkins, called 
early one morning to ask if I would take his 
professorial rounds at the Hopkins that day. 
Thayer had been called on an emergency 
basis to see a VIP in Washington, and he did 
not have time to make other arrangement. I 
was delighted and very honored and quite 
anxious but finally succeeded in shaving 
without cutting my throat and did appear at 
the proper time at the hospital floor, where 
news of my coming had been spread. There 
faced me a semicircle of faculty, students, 
nurses, and peers with that same leer on their 
faces that a substitute 5th grade teacher finds 
as she enters the room. I can assure you those 
facial expressions did not help, and, to make 
matters worse, as I walked toward the first 
patient on the left, the crowd surrounded me 
completely. I shall never forget, nor fail to be 
eternally grateful to that first patient. For 
when I leaned over to examine him, he 
whispered in my ear, 'Heart's on the right 
side." Can you think of anyone's being kinder 
than that? As Sigerist has pointed out, 
throughout the centuries the medical ideal 
has changed greatly in the course of time and 
is evolving constantly: The physician was a 
priest in Babylonia, a craftsman in ancient 


Greece, a cleric in the early and a scholar in 
the later Middle Ages. He became a scientist 
with the rise of the natural sciences." And 
today he has become more of a businessman. 
"It is perfectly obvious that the requirements 
put upon the physician and the tasks of 
medical education were different in all those 
periods." * Whatever image the physician may 
have had in the society which he served, 
certain qualities have remained transcendent, 
qualities that made for responsibility, 
dependability, and accountability, qualities 
that made possible the compassionate 
objectivity of the clinician in his care of the 
sick. They have remained transcendent 
because our patients have insisted that we 
have the knowledge and the skill and the 
devotion to care for their needs, to reduce 
their suffering, to prolong their lives, and, 
when possible, to prevent their distress. In our 
time, as in other times, these qualities must be 
acquired by the physician. In our time, 
different from other times, there may be a 
special and urgent need to ensure that the 
medical student be prepared appropriately 
and usefully for his time.? 


REFERENCES 


l. Romano, J.: On those from whom we learn. Calif Med 
117:72-75, Oct 1972. 


2. The Journals of André Gide, Vol 3, 1928-39. Translated 
by Justin O’Brien. New York : Alfred A. Knopf, 1 949. 


3. Hathaway, K.B. : The Little Locksmith. New York: 
Coward-McCann, 1943. 


4. Carlson, E.R.: Born That Way. New York: John Day, 
1941. 


5. Woolf, L.S.: The Journey, Not the Arrival Matters: Ап 
Autobiography of the Years, 1939-1969. New York: 
Harcourt, Brace and World, 1970. 


6. Shakow,D.: Thecontribution of psychology intheteaching 
of psychiatry to medical students. J Nerv Ment Dis 154:173- 
179, Mar 1972. 


7. L , Thomas R.: Rochester Psychiatric Center Medical 
Staff Bulleun , 11:2, 26-27, Apr/June 1993. 


8. Sigerist, H.E.: The University at the Crossroads: Addresses 
and Essays. New York : Henry Schuman’s, 1946. 


9. Romano, J.: Current trends in undergraduate and graduate 
medical teaching. J Nerv Ment Dis 154:186-192, Mar 
1972. 


ac lil ce 


GEORGE LIBMAN ENGEL, M.D. 


On December 10, 1993 George Engel will 
be 80 years old, and I would like to 
congratulate him, and wish him well. I have 
known George since June 1970, when I 
became a fellow in the Medical Psychiatric 
Liaison Group at the University of Rochester 
Medical School. 

George Libman Engel was the younger 
(by 5 minutes) of identical twins born on 
December 10, 1913. The fact that he was the 
younger twin was one of the sources of the 
intense competition George felt towards his 
brother although this was balanced by a 
supportive relationship which lasted until his 
twin Frank died on July 10, 1963.! George and 
Frank grew up with their older brother Lewis, 
in a New York home, the home of an 
internationally famous physician, Emanual 
Libman. George tells of many famous people 
who came to their house to consult with 
Dr. Libman, including Queen Marie of 
Rumania, Gustaf Mahler, and Sarah 
Bernhardt. 

Emanual Libman was successful because 
he had trained himself to pick up even the 
slightest deviation from normalcy, and 
question its significance. Observations of 
small vessel vasculitis led him to describe 
verrucous endocarditis as a complication of 
disseminated lupus erythematosus (Libman- 
Sacks syndrome). Not only was Libman a 
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Superb clinician, but his clinical research, 
some performed in the basement of the house 
on 64th St. E., led to such discoveries as the 
value of recognition of phagocytic 
macrophages in the diagnosis of subacute 
bacterial endocarditis. Growing up in this 
exciting environment resulted in each of the 
boys following a scientific career, Lewis to 
become a Professor and Chair of Biological 
Chemistry at Harvard and Frank, Professor of 
Medicine at Duke, where he established and 
directed the Division of Endocrinology. 
George and Frank went to Dartmouth and 
then to medical school at Johns Hopkins. 
There, George in particular was excited by the 
psychobiological concepts of Adolf Meyer 
Stressing the unity of an individual’s 
biological and psychological functioning. 
George’s earliest scientific interests were in 
the behavior of amoebae, and later at the 
Marine Biological Laboratory at Woods 
Hole, in the phosphorus metabolism of 
invertebrate tissues. As a result of 
painstakingly repeated experiments, George 
was able to show that one of the cherished 
hypotheses of his mentor Gerard could not be 
supported. During the summer of 1936, 
George and Frank worked with the noted 
pathologist and medical examiner, Harrison 
Marland, and George was able to view more 
than 300 autopsies in that short time, an 
invaluable experience unlikely to be 
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available to most medical students today. To 
quote from an earlier appreciation of George 
"This experience fixed indelibly in George's 
mind gross anatomy and pathology and 
provided a sound basis for clinical reasoning 
that he has called upon ever since.'? 

George obviously had a very strong drive 
to be successful, and one of the figures he was 
competing with was Libman. Libman was 
renowned for his ability to obtain details of 
history or observe physical findings which 
others had missed. George trained himself to 
be extremely thorough when taking a history, 
performing the physical examination and 
carrying out laboratory tests, which as a 
medical student he was required to do 
himself. He was at that time interested in 
understanding diseases, and not particularly 
interested in the psyche of his patients. His 
studies are models of bioscientific research at 
its very best, but, because of his punctilious 
history taking, psycho-social data are 
necessarily included, even if not at the time 
fully appreciated. Thus in his case reports we 
find, "A 35 year old woman experiencing 
anorexia, weakness ^  , after serious 
emotional difficulties, “ апа, A 22 year old 
woman whose father died of a massive 
hemoptysis. Eight months before admission 
she had a small hemoptysis after which she 
became extremely upset X . Extensive 
evaluation failed to reveal any cause for the 
hemoptysis.'^ 

After working with Soma Weiss at Boston 
City Hospital, George was introduced to John 
Romano soon to be professor of psychiatry in 
Cincinnati. Simultaneously George was 
offered a position there in the Department of 
Medicine, Romano appointing him the 
medical consultant for psychiatry. Ever after 
he enjoyed faculty rank in psychiatry, thus 
“illicitly” becoming a psychiatrist. These 
years in Cincinnati were very formative for 
George, because of his association there not 
only with John Romano, but also with such 
luminaries as Arthur Mirsky, Gene Ferris, 
Maurice Levine, Milton Rosenbaum, Ashley 


Weech and George Guest. 

As a result ofthe interaction and sharing of 
ideas in Cincinnati, George began to think 
more and more in terms of a biopsychosocial 
rather than biomedical model in his approach 
to understanding health and disease? When 
John Romano came to Rochester in 1946 
George came with him, again with 
appointments in the departments of both 
medicine and psychiatry. 

In Rochester George with the 
cosponsorship of John Romano, and William 
McCann, Chairman of the Department of 
Medicine, developed a two year post doctoral 
training program, the medical psychiatric 
liaison group. Physicians from medicine, 
family medicine, pediatrics, obstetrics and 
gynecology, and psychiatry were trained to 
use a biopsychosocial or systems approach to 
understanding health and disease. 

The first step in this process was to learn 
how to be scientific in eliciting information 
from patients. We can only know about the 
concerns and experiences a person has by 
listening to that person, and assisting him or 
her to provide data required to make a 
diagnosis and select treatment most likely to 
be successful for that individual. Thus the 
presenting complaint(s) associated changes, 
and setting for onset are explored against the 
background of life history and family history. 
This interaction with the patient will also 
provide some indication of the patient’s 
psychological strengths and vulnerabilities. 

Taking a history may be complicated by 
the fact that the patient may not want to give 
a history, be in denial, angry, depressed or too 
sick. Only by sensitivity to verbal and non 
verbal clues, by knowing when and how to get 
through resistances, and knowing how to 
encourage, support and empathize with the 
patient will the physician have the best 
chance of obtaining the necessary data. This 
is the science of history taking. I think it was 
Osler who said, “The anamnesis is 
everything.” 
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The extensive use of audiovisual 
technology in the Monica study proved 
invaluable to the process of learning how to 
evaluate the data elicited from patients. 

Learning, caring for patients, and teaching 
(students, house staff) was optimized by 
taking fellows from various disciplines and 
having them continue to function, teach and 
act as role models in those disciplines. This is 
the difference between the medical 
psychiatric liaison program, and most other 
psychiatric-liaison or consult programs. 

In addition to a heavy time commitment to 
student and fellow teaching, George was 
involved in studies of psychogenic pain,° 
ulcerative colitis,’ diagnostic value of the 
EEG in delirium and fainting,® studies of 
grief, the anniversary reaction, conversion 
reactions, and of course the 30 year study of 
Monica.’ 

In his work on chronic pain, George was 
able to show the association of such pain with 
unresolved problems of aggression, guilt, 
atonement, the need to suffer and psychic 
sado-masochism. When it occurred as a 
conversion symptom it was often a defence 
against depression and suicidal feelings.$ In 
his work on ulcerative colitis, George listened 
to patient after patient and was struck with the 
similarity of recurring themes. George, in a 
very clear explanation of his findings, and 
resulting psychodynamic formulation 
reasoned as follows.’ A baby is totally 
dependent on its mother. The baby has needs 
to be take care of, supported and nurtured, is 
"oral-dependent." With the advent of teeth 
the child becomes capable of the expression 
of aggression and hostility in oral terms (eg. 
"biting sarcasm," from Sarkazo (GK) to tear 
flesh). 

The thwarting of oral needs may elicit 
aggressive impulses. George found that many 
of his ulcerative colitis patients perceived 
their mothers as cold, unaffectionate, 
punitive, rigid and judgmental. As adults the 
patients were frequently obsessive 
compulsive, and extremely sensitive to the 


perception of rejecting or hostile attitudes in 
others. They tended to be locked in a life long 
symbiotic relationship with their mothers. 
When events in the patient’s life such as 
interruption of a key relationship, demands 
for performance felt to be unobtainable, or 
threat of disapproval by a parental figure, 
result in giving up psychologically, an 
episode of ulcerative colitis may follow. The 
effectiveness of therapy for some patients, 
based on the recreation of a caring giving 
Supportive parental figure, can thus be 
understood. 

Monica was born with esophageal atresia, 
and had to be fed through a gastric fistula.’ 
When she was admitted at the age of 15 
months for intrathoracic transplantation of 
the right colon, she was marasmic, a State 
which had gradually developed with 
diminished contact with her mother, but 
accelerated with the birth of anormal sibling. 
In the early studies of Monica’s behavior, it 
was found that she underwent “conservation- 
withdrawal” behavior in the presence of a 
non-communicative stranger. This had not 
been previously described. This observation 
led to the development of the concept of the 
giving up/given up complex which was seen 
as a life setting conducive to illness.'? The 
longitudinal study of how Monica related to 
her dolls, the development of her personality 
(mother’s little helper), and her behavior with 
her own children, provided the research team 
with fundamental clues about development of 
maternal behavior. Therese Benedek who 
frequently consulted with the research team 
until she died (1977), suggested that although 
the wish to feed and succor the infant is 
innate, how this is done is related to each 
woman’s experience with their own mother. 

George accumulated huge volumes of data 
about Monica, her parents, grand parents, and 
then her own children and grand children. 
When he realized that he would not have the 
time to use this to its fullest potential, he and 
Franz Reichsman set about organizing these 
data in ways that would allow other 
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researchers to use them most effectively. This 
has a been a huge undertaking, and the result, 
26 file drawers of data, shelves full of 
original, copied and some edited tapes, and 
hundreds of audiotapes, are George's 
contribution to ongoing research in this area. 
We are currently trying to raise funds so that 
all this material is appropriately archived 
both at the University of Rochester, and we 
hope at the Henry Murray Research Center at 
Harvard. 

George was able to attract several gifted 
researchers to the Medical-Psychiatric 
Liaison faculty, including Arthur Schmale, 
who continued to develop the concept of the 
giving up-given up complex as the final 
common pathway to sickness, and Sandy 
Meyerowitz who made major contributions 
to our understanding of rheumatoid arthritis. 
William Greene was the first researcher to 
document the role of psychological factors in 
the development and life history of 
lymphoma and leukemia, and Robert Ader, 
whose research has led to the new discipline 
of psychoneuroimmunology. 

George, in his later years, has focussed 
more and more on teaching, and teaching 
about teaching. He continues to try to make us 
face the consequences of the use of a 
biomedical reductionistic view of health and 
disease, rather than a systems ог 
biopsychosocial approach.!? Use of the 
systems approach would revolutionize the 
care of patients, cut down on the cost of 
medicine, particularly expensive laboratory 
and x-ray studies, and result in more satisfied 
patients, less likely to sue physicians for 
‘malpractice.’ Inmy experience such suits are 
more often than not exhibitions of anger at the 
perceived rejection and disinterest of the 
physician than any real malfeasance. 

George met his wife Evelyn (Evy) Lipman 
in the dissecting room at Johns Hopkins. 
Evelyn was working with Max Brodel 
training to be a medical illustrator. The fact 


that Evelyn from the very beginning was able 
to distinguish between George and Frank was 
unusual, as their parents, as well as most other 
people were unable to do this. They married in 
1938. While George was at Mount Sinai 
Hospital, Evelyn sustained them using here 
medical art training to design displays related 
to preventive health care for the hospital. 
George continues to be very productive, 
involved in teaching, and writing about the 
training of physicians. Congratulations, 
George, on the occasion of your eightieth 
birthday! 
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CENTRALIZED VERSUS DECENTRALIZED 
NURSING SERVICE 


The Rochester Psychiatric Center like 
most hospitals, had been structured in the 
traditional nursing pyramid model of 
centralized control by the Chief of Nursing 
for several decades. This traditional and 
centralized nursing organizational structure 
had been present at the Rochester Psychiatric 
Centeruntil the mid 1970's when the Nursing 
Service was re-organized into a decentralized 
system as part of an overall change of the 
hospital organization. 

The positions of Director/Chief of 
Nursing, Assistant Director/Chief of 
Nursing, Nurse Supervisor/Administrator, 
and Charge Nurse, are indicative of positions 
involving nursing responsibility and 
authority. This reorganization of the 
traditional nursing structure at the Rochester 
Psychiatric organization resulted in a change 
not only in terminology, but in the nursing 
structure management style. 

The decentralized system must be 
described before the role of the Nurse 
Administrator assigned to a unit can function 
comfortably; thus the lines of communication 
and responsibility are clearly defined and 
upheld by the organization. The 
decentralized Nursing Service system, which 
is flattened into a horizontal pattern, can be 
effective in various types of organizations. It 
can be valuable in a complex psychiatric 
center with multiple clinical units. Even with 
a decentralized system, there is an essential 
need for centralization at the top of the 
organizational model, to integrate the 


by Marina Costas, R.N., CNA* 


Nursing Service with other clinical 
departments. 

This position is filled by a professional 
nurse with the title of Chief of Nursing, and is 
placed at the executive level of the psychiatric 
center's administration. The individual unit 
functions with a high degree of authority 
under the coordination of a unit Nurse 
Administrator who reports administratively 
to the Chief of Service. This unit Nurse 
Administrator reports for clinical 
professional nursing practice to the Chief of 
Nursing. The Nurse Administrator's position 
in this design implies both clinical and 
administrative responsibility with astute 
coordination of the two. 

The Charge Nurse, as the first level 
management position, must establish and 
maintain supplies and equipment for the unit, 
as well as prepare personnel time and 
attendance schedules, evaluate employee 
performance and initiate personnel 
disciplinary action. The Charge Nurse is 
expected to make day to day operational 
decisions for the ward. A most important 
element of these management duties, 
however, is the sharing of information related 
to the operation of each ward within the unit. 
Thus the lines of clinical nursing practice 
responsibility are Charge Nurse to Nurse 
Administrator to Chief of Nursing, while the 
administrative operational lines are Charge 
Nurse to Nurse Administrator to Chief of 
Service. 

Since the Nurse Administrator has the 
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responsibility and the authority for both the 
management operations and the clinical 
nursing practice within a specific unit, 
methods must be established to receive unit 
input, assure good nursing practice, refer 
information to proper channels, take 
appropriate action and respond to personnel. 

The unit Nurse Administrator is in the 
thick of a communication system which must 
connect all levels of nursing personnel with 
the Chief of Nursing for nursing practice 
issues and the Chief of Service for unit and 
ward operations issues. In today's climate, 
the Chief of Nursing is faced with many 
practice issues, as well as concerns to 
maintain nursing morale, which impacts 
directly on nurse retention. 

The work demands placed on the 
individual nurses often leads to burnout and 
frustration inthe work environment. From the 
nurse's point of view, a prevailing attitude 
appears in which the workload continues to 
increase while the value of nursing 
contribution to the organization is perceived 
as static. 

The Chief of Nursing must not only work 
to convey to nurses the value of their worth to 
the organization, but also keep nursing in the 
forefront of the administration and medical 
staff agendas. The recent October, 1992 
JCAHO survey pointed out that a sense of 
pride in Nursing and by nurses must be 
cultivated and supported by all levels of the 
organization. 

The design here at the Rochester 
Psychiatric Center does lend itself to support 
these functions with the Chief of Nursing 
serving at the Cabinet level, reporting to the 
Clinical Director and participating as a 
member of the Medical Staff Executive 
group. The Chief of Nursing can assure 
nursing input and participation into key 
hospital-wide decisions which fosters growth 
and development of the profession within the 
organization. 

A common problem that has been 


identified with both nursing supervisory 
models relate to the lack of direct 
communication between the chief authority 
and the direct care nursing staff due to the 
subsequent layers of management in 
between. 

The unit nursing supervisory model does 
attempt to build continuity of care and aims to 
assure communication between the Charge 
Nurse and the direct care nursing providers. 
This is due to the flattened administrative 
nature of the model, as opposed to the 
hierarchical pyramid of the centralized 
supervisory model. The problem with the unit 
supervisory model is that it could lead to more 
autonomy and isolation of the unit that the 
organization intends. 

There is no question that the Rochester 
Psychiatric Center has in the past and can 
continue to survive with either model given 
our downsizing and the new campus project, 
so long as there is current definition of roles. 
Many hospitals today have what is referred to 
as a Staffing supervisor, imposed within the 
centralized model and who work 
collaboratively with each unit or ward to 
assure safe and secure coverage. The staffing 
Supervisor must remain sensitive to 
continuity of care issues and work toward 
avoiding and limiting redeployment from 
ward to ward, which can impact negatively on 
patient care and staff. 

Ultimately, the defined organizational 
structure is essential for the lines of 
responsibility, authority, and communication 
to be understood by all levels of nursing team 
members. Itis essential to define the positions 
with authority for decision making. While 
there are advantages to a decentralized 
nursing model, the more direct methods for 
communication found in the traditional 
centralized nursing model have greater 
strengths. 

The position of Chief of Nursing is a 
challenging role for the clinical proficient 
nurse with administrative interests, as it 
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provides the opportunity for clinical and 
managerial information to be shared with all 
levels of the hospital nursing structure. 

The Chief of Nursing has the opportunity 
to work with clinical and operational 
members of the team through intra-unit, 
inter-unit, and inter-departmental channels. It 


is through this system that nurses, in the 
person of the Chief of Nursing, have a voice 
in the planning and implementation of 
hospital and nursing programs that will 
impact on patient care, nursing practice, and 
operational efficiency. 





THE CHANGING ROLE OF 
CHAPLAINCY SERVICES 


ру Апп L. Guild-Donovan, M-Div., D-Min.* 


What will the future bring about? 
Renewed efforts in the rehabilitation of our 
patients, continuing care of our long-term 
inpatients, and follow-up care within the local 
community. 

Chaplains have been in dialogue with 
OMH Associate Commissioner, Psychiatric 
Rehabilitation and Support Services Dr. 
Barbara J. Morrison. Dr. Morrison has 
presented a “White Paper” on “The Changing 
Role of Chaplaincy Services in Public Mental 
Health” for the State of New York. She begins 
by pointing out the need for chaplains to be 
involved in the discharge planning process 
and for chaplains to continue to make 
Spiritual care a component of rehabilitation 
services and other community-based support 
programs. 

Dr. Morrison believes that chaplains are in 
a position to contribute to the discharge 
planning process by linking patients with 
spiritual/religious communities and other 
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social support systems in the community. 
Chaplains also have a role as community 
educators, working with local faith groups, to 
enlighten the public about mental illness and 
the needs of persons with serious mental 
illness. 

Recently, Dr. E. Dean Cook, the chaplain 
at our local Roberts Wesleyan College, 
invited me to do a presentation to his class on 
pastoral ministry. This was an excellent 
opportunity to present a definition on mental 
illness, to discuss symptoms, warning signs, 
diagnoses, and to dispel myths or 
misunderstandings about the causes of 
mental illness. We were also able to discuss 
the important part a local church/temple, 
pastor, and laypersons can play in ministering 
to those who are mentally ill or being 
rehabilitated. This knowledge is helpful, as 
often a family will turn to their local pastor/ 
rabbi for assistance when a family member 
shows signs of emotional disturbance. 
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Ihave been involved with the organization 
of our local grass-roots movement, Families 
& Friends of the Mentally IIl, an affiliate of 
the National Alliance for the Mentally Ill 
(NAMI) and the Alliance for the Mentally Ill 
of New York State (AMI). This local group 
came about because of a mother of a mentally 
ill young man who went to her pastor for 
support. This group continues to be a vital 
link in the education of the public and a place 
for persons to go for much needed support, 
encouragement, and help in time of crisis. 

Unfortunately, stigma and discrimination 
against the mentally ill are still facts of life, 
making mentally ill persons especially 
vulnerable and at risk in the community as 
they seek to become part of a religious 
congregation or parish. Chaplains work to 
combat this problem by speaking out in the 
community—at church and/or temple 
services, at clergy associations, such as the 
Greater Rochester Community of Churches, 
the Rochester Area Health Care Chaplains, 
and ecclesiastical meetings. 

Our own three chaplains have been 
actively involved in reaching out to the 
community for many years. We have 
recruited volunteers from local churches and 
temples. Many of these volunteers are still 
with us, visiting on wards, servicing our Lilac 
Gift Shop, assisting with worship services 
and our Coffee House Program. At times 
local church people invite and escort our 
patients to attend worship services with them 
in the community. A few of our geriatric 
patients frequently visit nearby St. Anne's 
Church. Other adults visit Victory Baptist 
Church or the South Avenue Presbyterian 
Church. For those persons who have either no 


family or no contact with their family, a 
congregation/parish may act as a surrogate 
family. 

Chaplains do outreach by visiting 
community residences, such as the John 
Romano Residence, Smith Road Residence, 
Family Care, East House, DePaul Homes, 
and Volunteers of America, where many of 
our former patients now reside. A recent visit 
to the VOA Residence by this chaplain 
brought smiles all around and the possibility 
ofa friendly visit by some local church people 
from the New Bethel C.M.E. Church. 

Pastoral visits are also made to psychiatric 
units of our local hospitals where too often 
there is no chaplain assigned to that unit, or to 
visit one of our people in a hospital for critical 
medical care. 

Community work has two fundamental 
goals, as outlined by Dr. Morrison: Helping 
people with mental illness to gain access to 
the normal opportunity structure provided by 
society, and helping people to take increasing 
control over their own lives and their own 
recovery. For chaplains this means helping 
our people to make connections with pastoral 
services and integration into the religious 
community. 

Quoting Dr.Morrison: “For most people, 
having a Spiritual belief system is a source of 
support. Belonging to a religious community 
provides spiritual guidance and the tangible 
Support of other members of the group. In 
some instances the desire to be spiritually 
connected may be a goal in itself, as well as a 
source of support in achieving other life 
goals.” She considers chaplains as colleagues 
with expertise which “may prove to be a 
valuable asset to patients and the OMH.” 
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PRIMARY CARING 


by Lonnie E. Fuller, Sr., M.D.* 


* Adlanta, Georgia 


Editor's Note: 

With the development of medical 
technology, good bedside manner is 
being neglected and almost becom- 
ing a thing of the past. 

The patient who is vulnerable and 
exposed to anxiety, needs full 
attention by his physician and 
should be treated as a whole and 
sensitive human being and not as a 
case. 

Dr. Fuller in his article addresses 
this problem in a unique way. 


My formal training is in general internal 
medicine. I am a family physician and 
educator by choice. As such I have been 
involved in the training of students, residents 
in medicine, and residents in family medicine 
for more than 30 years. I am somewhat 
bemused by the amount of attention given 
recently to the training of generalists. I have 
been somewhat concerned with the 
suggestion that general internal medicine is 
the frequent daily performance of 
sophisticated diagnostic procedures in a day- 
to-day series of cases that would challenge 
the likes of William Osler. 

I am obliged to ask a few questions. 

Why is it that our “elitism,” our love of the 
"great case," our performance and 
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interpretation of diagnostic studies, and our 
"reveling in discovery" of rare organic 
diseases have not given us the best health care 
outcomes in the world? Why have they not 
endeared us to our patients? Is it true that the 
more we know and do, the more they go and 
sue? 

I have practiced medicine long enough to 
sense intuitively that even when a person with 
significant medical problems has a presenting 
complaint, more than half the time the 
complaint is related to stress. On a daily basis, 
therefore, I assess the disease process and 
adjust the medical management as needed, 
but my joy comes from listening carefully, 
helping people to identify their stressors, 
providing my best advice when I think it is 
appropriate, but always offering my caring 
and understanding — especially when I see the 
problem, as presented, is insoluble. I am both 
rewarded and fascinated to observe that 
people feel better just by recognizing that I 
care. 

But, you say, a charlatan can do that. A 
charlatan can listen, identify stressors, offer 
“vice, caring, hold hands, tell stories. Yes, a 
charlatan can and often does just that! And, 
since the Flexner report, physicians have 
striven mightily to separate and distinguish 
themselves from the charlatan. We have 
studied the biological sciences, and the 
application of the knowledge gained from 
that study has surely improved outcomes for 
our patients. It appears, however, that our 
ability to prevent and control diseases and, 
more importantly, our ability to have our 
patients feel better seems inappropriately 
small when compared with our effort and the 
current costs. 

Could it be that we need to spend more 
effort in a different area? Have we given up 
too much of the human side of medicine? Our 
patients, in not so subtle terms, are telling us 
that they need us to care. One of my patients, 
a dedicated schoolteacher, recently reminded 


me with the following quote: “No one cares 
how much you know, until they know how 
much you care." 

Can we elevate caring to its deserved 
primary role in health care? Can other 
knowledge, skills, and legerdemain be a close 
second but caring be first? Can we say that an 
А or B in organic chemistry for a medical 
school applicant, or in biochemistry for the 
residency applicant, is of little value if one is 
not a caring individual? Can the message be 
that resounding? 

Can we define the knowledge, skills, and 
behaviors of caring, and can we, on a 
conscious level, demonstrate the explicit 
behaviors we wish our students to learn? Can 
we assume they do not have, or do not 
understand, these attributes even though 
these young men and women have been alive 
for two-plus decades? Can we teach them 
how to do what we and they both intuitively 
know is valid? 

How do we risk role-modeling those 
appropriate behaviors to our trainees? How 
do we emphasize their primary importance in 
our profession? How does one say to a group 
of learners: "I am going to interview this 
patient and demonstrate, whenever 
appropriate, that I care." "I am going to 
introduce myself after calling her by name." 
"[ am going to sit down so that our eyes are at 
the same level.” “If I am able, I am going to 
touch him on the shoulder or gently on the 
hand to show my concern.” “I am going to ask 
about her current home remodeling project or 
his favorite grandchild, or tell them about my 
current model-airplane building project or 
about my favorite grandchild.” 

How do we do it, discuss it, and critique it 
with credibility? How do we, in the process of 
teaching the medical sciences, create a 
renaissance of compassion, caring, and 
humanity? 

It must be real and not a sham. It is no easy 
task. But do it, we must. 
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OUR MEDICAL STAFF 
Dr. Anthony H. Labrum 


It is my pleasure to introduce Dr. Labrum 
as our latest member of the RPC Medical 
Staff and as an Associate Editor of our 
Bulletin. 

He comes to us as a Consultant in 
Gynecology after retiring from the University 
of Rochester Medical School, as Professor 
Emeritus in Obstetrics and Gynecology. 

Dr. Anthony Labrum was born in Fenny 
Stratford, England in 1929. He attended the 
local Council School and won a scholarship 
to a private grammar school, The Cedars, 
Leighton Buzzard, in 1941. From there he 
obtained a scholarship to the University of 
Cambridge in 1948. After completing the 
preclinical part of his medical training he 
went on to University College Hospital in 
London for his clinical years. He graduated 
cum laude from Cambridge in 1954 with the 
English equivalent of the M.D., (M.B., 
B.Ch.). As is the English tradition he 
completed his residency in a number of 
different hospitals. His training was 
interrupted for three years by National 
Service in the Royal Air Force. He completed 
his board examinations (MRCOG) in 1962. 
He became an Assistant Professor at the 
University of London, and then worked with 
Dr. Richard Doll and his staff at the Medical 
Research Council on a study of cancer of the 
cervix until 1965. 

In 1966, he became Associate Chairman of 
Obstetrics and Gynecology at Boston 
University, followed by three years at 
St. Louis University. In St. Louis Dr. Labrum 
became very interested in psycho-social 
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aspects of medicine and as a result, decided to 
devote two years to a Fellowship in 
Psychosomatic Medicine with Dr. George 
Engel and his associates at the University of 
Rochester (1970-1972). 

He remained on the faculty of the 
University of Rochester Medical School, 
forming the Unit of Psycho-Social Obstetrics 
and Gynecology in 1975. He was promoted to 
Professor of Clinical Obstetrics and 
Gynecology and Professor of Clinical 
Psychiatry in 1985. 

Dr. Labrum has been conducting clinical 
research in menstrual cycle changes since 
1972. He will be the first to admit that it has 
taken along time to even begin to understand 
what might be causing menstrual cycle 
changes. 

He has published 40 scientific articles and 
book chapters on a variety of psychosocial 
topics in obstetrics and gynecology. 

On the broader scene, Dr. Labrum was 
President of the American Society of 
Psychosomatic Obstetrics and Gynecology in 
1983, and was Treasurer ofthe International 
Society of Psychosomatic Obstetrics- 
Gynecology from 1986 to 1989. He was 
elected a Fellow of the Royal College of 
Obstetricians and Gynecologists in 1980. 

As you can see, Dr. Labrum has brought to 
us his vast experience and knowledge, as well 
as research, teaching and writing. All this he 
accomplishes with modesty, with a smile and 
sincerity. We are fortunate to have him with 
us and are looking forward to a long and 
productive association. We wish him well. 
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EFFECT OF STORED-BLOOD TRANSFU- 
SION ON OXYGEN DELIVERY IN 
PATIENTS WITH SEPSIS: 

Background - Red blood cell transfusion 
iscommonly used to augment systemic oxygen 
delivery to supranormal levels in patients 
with sepsis. However, clinical studies have 
not consistently demonstrated that this 
therapeutic maneuver is accompanied by an 
increase in oxygen utilization at either the 
whole-body level or within individual organs. 
Study Objectives - To determine the effect 
ofred blood cell transfusion on gastrointestinal 
and whole-body oxygen uptake. 

Design — Prospective, controlled, inter- 
ventional study. 

Setting - Multidisciplinary intensive care 
unit of a tertiary care teaching hospital. 
Patients -Twenty-three critically ill patients 
with sepsis undergoing mechanical 
ventilation. 

Measurements and Main Results - 
Systemic oxygen uptake was measured by 
indirect calorimetry and calculated by the 
Fick method. Gastric intramucosal pH as 
measured by tonometry was used to assess 
changes in splanchnic oxygen availability. 
Measurements were made priorto transfusion 
of 3 U of packed red blood cells. These were 
then repeated immediately following 
transfusion, as well as 3 and 6 hours later. 
There was no increase in systemic oxygen 
uptake measured by indirect calorimetry in 
any of the patients studied for up to 6 hours 
posttransfusion (including those patients with 
an elevated arterial lactate concentration). 
However, the calculated systemic oxygen 
uptake increased in parallel with the oxygen 
delivery in all the patients. More importantly, 
we found an inverse association between the 
change in gastric intramucosal pH and the age 
of the transfused blood (r=-.71; P<.001). In 
those patients receiving blood that had been 
stored for more than 15 days, the gastric 
intramucosal pH consistently decreased 
following the red blood cell transfusion. 
Conclusion - We failed to demonstrate a 


beneficial effect of red blood cell transfusion 
on measured systemic oxygen uptake in 
patients with sepsis. Patients receiving old 
transfused red blood cells developed evidence 
of splanchnic ischemia. We postulate that the 
poorly deformable transfused red blood cells 
cause microcirculatory occlusion in some 
organs, which may lead to tissue ischemia in 


some organs. 

(Paul E. Marik, MMed; William J. Sibbald, MD, FRCPC; 
From the AC Burton Vascular Biology Laboratory, Victoria 
Hospital Research Institute, and the Program in Critical Care, 
Departments of Medicine and Surgery, University of Western 
Ontario, London; from the AC Burton Vascular Biology 
Laboratory, Victoria Hospital Research Institute, and the 
Program in Critical Care, Departments of Medicine and 
Surgery, University of Western Ontario, London; JAMA 
1993;269:3024-3029). 


THE ACCURACY OF MAGNETIC 
RESONANCE IMAGING IN PATIENTS 
WITH SUSPECTED MULTIPLE SCLEROSIS: 
Objective — To design and implement a 
methodologically rigorous study to examine 
the accuracy of magnetic resonance imaging 
(MRI) in a patient population clinically 
suspected of having multiple sclerosis (MS). 
Design and Setting - Three hundred three 
patients, who were referred to two university 
medical centers because of the suspicion of 
MS, underwent MRI of the head and double- 
dose, contrast-enhanced computed tomo- 
graphy (CT) of the head. The images were 
read by two observers individually and without 
knowledge of the clinical course or final 
diagnosis. Patients were followed up for at 
least 6 months and reevaluated clinically with 
subsequent neurological examination. Final 
diagnosis (MS or not MS) was made by a 
panel of neurologists on the basis of the clinical 
findings at presentation, those that developed 
during follow-up, and other diagnostic tests. 
The results of the imaging procedures were 
excluded to avoid incorporation bias. 
Diagnostic accuracy was assessed using 
receiver-operating characteristic analysis and 
likelihood ratios. 

Results - Magnetic resonance imaging of the 
head was considerably more accurate than CT 
indiagnosing MS. The area under the receiver- 
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operating characteristic curve for MS was 
0.82 (compared with 0.52 for CT) indicating 
that MRI was a good but not definitively 
accurate test for MS. A “definite MS” reading 
on an MRI of the head was specific for MS 
(likelihood ratio, 24.9) and essentially 
established the diagnosis, especially in patients 
clinically designated as “probably MS” before 
testing. However, MRI of the head was 
negative for MS in 25% and equivocal in 40% 
of the patients considered to have MS by the 
diagnostic review committee (sensitivity, 
58%). 

Conclusions— Magnetic resonance imaging 
ofthe head provided assistance in the diagnosis 
of MS when lesions were visualized. Its ability 
far exceeded imaging with double-contrast 
CT. The sensitivity and, therefore, the 
predictive value of a negative MRI result for 
MS were, however, not sufficiently high fora 
normal MRI to be used to conclusively exclude 


the diagnosis of MS. 

(Alvin I. Mushlin, MD, ScM; Allan S. Detsky, MD, PhD; 
Charles E. Phelps, PhD; Paul W. O’Connor, MD; Daniel K. 
Kido, MD; Walter Kucharczyk, MD; Daniel W. Giang, MD; 
Cathleen Mooney, MS; Catherine M. Tansey, MSc; W. J. 
Hall, PhD; for the Rochester-Toronto Magnetic Resonance 
Imaging Study Group; from the Departments of Community 
and Preventive Medicine, Medicine, Radiology, Neurology, 
and Biostatistics, The University of Rochester (NY), and 
Departments of Medicine, Neurology, and Radiology, The 
University of Toronto (Ontario); JAMA 1993;269:3146-3151). 


CHANGES IN BONE DENSITY WITH 
LACTATION: 

Objective - To test the a priori hypotheses 
that significant bone loss occurs in lactation 
of greater than 5 months' duration and that 
bone mass returns to baseline levels when 
breast-feeding ceases. 

Design - Prospective cohort study design of 
12 months' duration. 

Setting - General community setting with 
recruitment occurring at birthing education 
classes. 

Participants — Volunteer sample of 98 
healthy women of white (n=95) and Asian 
(n=3) origin, aged 20 to 40 years, and 0 to 1 
parity prior to parturition, grouped according 


to lactation duration: O0 through 1, 2 through 5, 
and 6 or more months. 

Main Outcome Measures -Bone mineral 
density (BMD) of the proximal femur was 
measured by dual-energy x-ray densitometry 
at 2 weeks (baseline), 2 months, 4 months, 
6 months, and 12 months following 
parturition, and BMD ofthe lumbar spine was 
measured at baseline, 6 months, and 12 months 
after parturition. 

Results - Women with lactation duration of 
6 months or longer had mean BMD losses of 
5.1% and 4.8% atthe lumbar spine and femoral 
neck, respectively, comparing baseline values 
with those at 6 months post partum. Women 
who breast-fed O through 1 month lost no 
BMD at either bone site. Bone loss in women 
who breast-fed 6 months or longer was not 
explained by differences in age, diet, body 
size, or physical activity. Among women who 
breast-fed 6 months or longer, there was 
evidence of return to baseline levels of the 
lumbar spine at 12 months after parturition. 
The BMD of the lumbar spine of those women 
who continued to breast-feed more than 9 
months had increased but was still significantly 
lower than baseline. 

Conclusion - Extended lactation (27096 of 
energy intake is provided for 26 months) is 
associated with bone loss; however, there is 
evidence of return to baseline BMD 


measurement at 12 months after parturition. 
(MaryFran Sowers, PhD; Genie Corton; Brahm Shapiro, 
MD; Mary L. Jannausch, MS; Mary Crutchfield; Mindy L. 
Smith, MD; John F. Randolph, MD; Bruce Hollis, PhD; from 
the Departments of Epidemiology, Internal Medicine, Family 
Practice, and Obstetrics and Gynecology, University of 
Michigan, Ann Arbor; and the Department of Neonatology, 
Medical College of South Carolina, Charleston; JAMA 
1993;269:3130-3135). 


EVOLVING TOWARD EFFECTIVE 
THERAPY FOR ACUTEISCHEMIC STROKE: 
Acute ischemic stroke is a common, 
devastating disorder without beneficial 
therapy. Recent advances concerning the 
pathophysiology ofischemic braininjury have 
lead to the development of rational 
pharmacological interventions. Thrombolytic 
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and cytoprotective therapies may be useful 
and are being evaluated in clinical trials. The 
design of adequate clinical trials to evaluate 
these promising therapies has also evolved 
based on experience. Potential therapy for 
acute ischemic stroke must be assessed in a 
large number of patients who are given the 
intervention within hours of onset using a 
neurological scoring scale and a disability 
scale. Several new magnetic resonance 
imaging technologies are emerging that should 
allow the clinician to rapidly and accurately 
identify ischemic brain lesions and to evaluate 
cerebral perfusion. The availability of 
potentially efficacious therapies for ischemic 
stroke evaluated in well-designed clinical trials 
with magnetic resonance imaging technology, 
which can also assess therapeutic effects in 
vivo, should lead to the emergence of therapy 
to improve the outcome of patients with 


ischemic stroke in the near future. 

(Mark Fisher, MD; Julien Bogousslavsky, MD; from the 
Department of Neurology, the Medical Center of Central 
Massachusetts and The University of Massachusetts Medical 
School, Worcester; and the Department of Neurology, Centre 
Hospitalier Universitaire Vaudois, Lausanne, Switzerland; 
ЈАМА 1993;270:360-364). 


PREVALENCE OF HIGH BLOOD 
CHOLESTEROL AMONG US ADULTS (An 
Update Based on Guidelines From the 
Second Report of the National 
Cholesterol Education Program Adult 
Treatment Panel): 

Objective - To estimate the current levels 
and trends in the proportion of US adults with 
high blood cholesterol based on guidelines 
from the second report of the National 
Cholesterol Education Program (NCEP) Adult 
Treatment Panel (ATP IT). 

Design - Nationally representative cross- 
sectional surveys. 

Setting/Participants - Data for 7775 
participants 20 years of age and older from 
phase 1 of the third National Health and 
Nutrition Examination Survey (NHANES III) 
(data collected from 1988 through 1991) and 


for 9797 participants 20 through 74 years of 
age from NHANES II (data collected from 
1976 through 1980) were used. 

Results — From the data collection period in 
NHANES II (1976 through 1980) to the 
period in NHANES III (1988 through 
1991), the proportion of adults with high 
blood cholesterol levels (2240 mg/dL 
[6.21 mmol/L] fell from 26% to 20%, while 
the proportion with desirable levels 
(<200 mg/dL[5.17 mmol/L]) rose from 44% 
to 49%. Currently, using the ATP II guidelines 
and NHANES III data, 40% of all adults 
20 years of age and older would require fasting 
lipoprotein analysis; and 29% of all adults 
would be candidates for dietary therapy 
(as compared with 36%, using NHANES II 
data). Based on 1990 population data, it is 
estimated that approximately 52 million 
Americans 20 years of age and older would be 
candidates for dietary therapy. Assuming that 
dietary intervention would reduce low-density 
lipoprotein (LDL) cholesterol levels by 10%, 
as many as 7% of all adult Americans 
(approximately 12.7 million) might be 
candidates for cholesterol-lowering drugs. 
This estimate reflects approximately 4 million 
adults withestablished coronary heart disease, 
of whom half are aged 65 years and older, and 
up to 8.7 million adults without established 
coronary heart disease, of whom up to 
3.1 million are aged 65 years and older. 
Conclusions -Substantial progress has been 
madein reducing the prevalence ofhigh blood 
cholesterol; yet alarge proportion of all adults, 
approximately 29%, require dietary 


intervention for high blood cholesterol. 
(Christopher T. Sempos, PhD; James I. Cleeman, MD; 
Margaret D. Carroll, MSPH; Clifford L. Johnson, MSPH; 
Paul S. Bachorik, PhD; David J. Gordon, MD, PhD; Vicki L. 
Burt, ScM, RN; Ronette R. Briefel, DrPH, RD; Clarice D. 
Brown, MS; Kenneth Lippel, PhD; Basil M. Rifkind, MD; 
from the Division of Health Examination Statistics, National 
Center for Health Statistics, Centers for Disease Control and 
Prevention, Hyattsville, Md; the National Heart, Lung, and 
Blood Institute, National Institutes of Health, Bethesda, Md; 
and The Johns Hopkins Hospital, The Children's Medical 
and Surgical Center, Baltimore, Md); JAMA 1993;269:3009- 
3014). 
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DECLINING SERUM TOTAL CHOLESTEROL 
LEVELS AMONG US ADULTS (The 
National Health and Nutrition 
Examination Surveys): 

Objective - To examine the secular trend in 
serum total cholesterol levels of the US adult 
population. 

Design - Nationally representative cross- 
sectional surveys with both an in-person 
interview and a medical examination that 
included the measurement of blood lipid 
levels. 

Setting/Participants - Between 6000 and 
13000 adults aged 20 through 74 years 
examined in each of four separate national 
surveys during 1960 through 1962, 1971 
through 1974, 1976 through 1980, and 1988 
through 1991. 

Results - Mean serum total cholesterol levels 
in US adults aged 20 through 74 years have 
consistently declined over the time period 
1960 through 1991. More than half of the 
decline occurred during the time period 1976 
through 1991. This decline occurred across 
the entire distribution of serum cholesterol 
levels and in all age-sex groups. High density 
lipoprotein cholesterol and very low-density 
lipoprotein cholesterol levels have not 
changed, suggesting that the decline in low- 
density lipoprotein cholesterol levels. 
Conclusions - These results document a 
continuing and substantial decline in serum 
cholesterol levels among US adults. They 
suggest that public health programs, designed 
to reduce cholesterol levels, are proving 
successful. The observed downward trend in 
serum cholesterol levels has coincided with a 
continuing decline in coronary heart disease 
mortality. These observations suggest that 
the Healthy People 2000 goal of reducing the 
mean serum cholesterol level of US adults to 
no more than 200 mg/dL (5.17 mmol/L) is 


attainable. 

(Clifford L. Johnson, MSPH; Basil M. Rifkind, MD; 
Christopher T. Sempos, PhD; Margaret D. Carroll, MSPH; 
Paul S. Bachorik, PhD; Ronette R. Briefel, DrPH, RD; David 
J. Gordon, MD, PhD; Vicki L. Burt, ScM, RN; Clarice D. 
Brown, MS; Kenneth Lippel, PhD; James I. Cleeman, MD; 


from the Division of Health Examination Statistics, National 
Center for Health Statistics, Centers for Disease Control and 
Prevention, Hyattsville, Md; National Heart, Lung, and Blood 
Institute, National Institutes of Health, Bethesda, Md; and 
The Johns Hopkins Hospital, The Children's Medical and 
Surgical Center, Baltimore, Md; JAMA 1993;269:3002-3008). 


PITFALLS IN THE CARE OF PATIENTS WITH 
TUBERCULOSIS (Common Errors and 
Their Association With the Acquisition 
of Drug Resistance): 

Objective - To determine, among a group 
of patients with multidrug-resistant pulmonary 
tuberculosis, whether there had been 
management practices that deviated from 
established guidelines, and whether these 
decisions were associated with the acquisition 
of multidrug resistance and adverse medical 
sequelae. 

Design - Case series. 

Setting — Referral center. 

Patients — All patients with pulmonary 
tuberculosis admitted to the National Jewish 
Center for Immunology and Respiratory 
Medicine in 1989 through 1990. 
Interventions — The records of all patients 
referred to this institution for the treatment of 
tuberculosis in 1989 through 1990 were 
reviewed to ascertain the nature of 
management decisions that might have been 
associated with the acquisition of drug 
resistance. | 
Main Outcome Measures - Standards of 
practice as defined by the American Thoracic 
Society, the Centers for Disease Control and 
Prevention, and the American College of Chest 
Physicians were compared with these 
management decisions to determine whether 
"errors" had been made, resulting intreatment 
failure and the development of acquired drug 
resistance. 

Results —- Among the 35 study patients, errors 
were detected in the management decisions in 
28; there was an average of 3.93 errors per 
patient. The most common errors were the 
addition of a single drug to a failing regimen, 
failure to identify preexisting or acquired 
drug resistance, initiation of an inadequate 
primary regimen, failure to identify and 
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address noncompliance, and inappropriate 
isoniazid preventive therapy. The multidrug 
resistance acquired through the errors resulted 
in prolonged hospitalizations, treatment with 
more toxic drugs, and high-risk resectional 
surgery. The costs for this "salvage therapy" 
were extraordinary, averaging $180,000 per 
patient. 

Conclusions - Aggressive professional 
education, tighter control on the provisions of 
care for tuberculosis patients, and the 
committing of additional resources to 
tuberculosis control programs are vital in 
improving the care of tuberculosis patients 
and limiting the development of acquired 


drug resistance. 
(Artin Mahmoudi, MD, Michael D. Iseman, MD; from the 
University of Colorado Health Sciences Center and the 


National Jewish Center for Immunology and Respitory 
Medicine, Denver, Colo.; JAMA 1993;270:65-68). 


OUTCOME AFTER ALLOGENEIC BONE 
MARROW TRANSPLANT FOR LEUKEMIA 
IN OLDER ADULTS: 

Objective - To determine whether age over 
40 years is associated with adverse outcome 
after allogeneic bone marrow transplantation 
for leukemia. 

Design — A retrospective analysisof outcome 
after bone marrow transplants for leukemia 
reported to the International Bone Marrow 
Transplant Registry (IBMTR) among 
recipients 30 through 39 years, 40 through 44 
years, 45 through 49 years, and 50 years of 
age and older. 

Setting - Transplantations performed in 138 
institutions worldwide and reported to the 
IBMTR. 

Patients- A totalof2180 recipients of HLA- 
identical sibling bone marrow transplants for 
leukemia, divided into four cohorts based on 
age: 30 through 39 years (n=1282), 40 through 
44 years (n=527), 45 through49 years (n=291), 
and 50 years and older (n=80). 

Main Outcome Measure and Results - 
Incidence of leukemia-free survival, graft-vs- 
host disease, and relapse was comparable 
among the four age cohorts. Patients with 


advanced leukemia aged 45 years orolder had 
a slightly higher risk of treatment-related 
mortality, and the 45- through 49-year-old 
cohort had a higher risk of interstitial 
pneumonia. 

Conclusions - These data indicate that 
among leukemia patients over 30 years of age 
at the time of allogeneic bone marrow 
transplantation, increasing age into the fifth 
decade does not adversely affect outcome 


after transplants from HLA-identical siblings. 
(Olle Ringdén, MD, PhD; Mary M. Horowitz, MD, MS; 
Robert Peter Gale, MD, PhD; James C. Biggs, MD, PhD; 
James Gajewski, MD; Alfred A. Rimm, PhD; Bruno Speck, 
MD; Judith A. Veum-Stone, MS; Theo de Witte, MD, PhD; 
Mortimer M. Borin, MD; From Huddinge Hospital, Sweden, 
the International Bone Marrow Transplant Registry, Health 
Policy Institute, Medical College of Wisconsin, Milwaukee; 
UCLA Center for Health Sciences, Los Angeles, Calif, 
Sı. Vincent’ s Hospital, Darlinghurst, Australia; Kantonsspital, 
Basel, Switzerland; and University of Nimegen, the 
Netherlands; from Huddinge Hospital, Huddinge, Sweden; 
the International Bone Marrow Transplant Registry, Health 
Policy Institute, Medical College of Wisconsin, Milwaukee; 
UCLA Center for Health Sciences, Los Angeles, Calif; St. 
Vincent’s Hospital, Darlinghurst, Australia; Kantonsspital, 
Basel, Switzerland; and University of Nijmegen, the 
Netherlands). 


HIGH-TECHNOLOGY CARDIAC 
PROCEDURES (The Impact of Service 
Availability on Service Use in New York 
State): 

Objective - To study the impact of the in- 
hospital availability of three cardiac 
procedures (cardiac catheterization, bypass 
surgery, and angioplasty) on their use in 
patients during the period following acute 
myocardial infarction (AMI). 

Design - Retrospective cohort study, based 
on a statewide hospital discharge abstract 
data set. 

Participants - Patients admitted with a 
principal diagnosis of AMI to New York 
State hospitals during March through June of 
1986. 

Main Outcome Measures - The odds of 
utilizing each of the three services either 
during the initial admission for AMI orduring 
the 6-months postdischarge interval. Odds 
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ratios (ORs) were calculated comparing 
utilization in three groups of patients: those 
initially presenting to hospital lacking all three 
services, those initially presenting to hospitals 
offering only cardiac catheterization, and those 
initially presenting to hospitals offering all 
three of the cardiac services. Odds were 
adjusted for age, sex, race, income, primary 
payer, severity of illness, and geographical 
distance to hospital. 

Results — Relative to patients initially 
presenting to hospitals lacking all three 
services, patients initially presenting to 
hospitals offering only cardiac catheterization 
were more likely to undergo cardiac 
catheterization (OR, 3.57; 95% confidence 
interval [CI], 3.03 to 4.22), but were not 
significantly more likely to undergo bypass 
surgery or angioplasty. Relative to patients 
initially presenting to hospitals lacking all 
three services, patients initially presenting to 
hospitals offering all three services were more 
likely to undergo cardiac catheterization (OR, 
5.50; 95% CI, 4.66 to 6.50), bypass surgery 
(OR, 2.52; 95% CI, 1.95 to 3.24), and 
angioplasty (OR, 6.85; 95% CI, 4.73 to 10.58) 
Conclusions - The availability of cardiac 
services in the hospital to which patients 
initially present strongly influences the 
likelihood of their use in the period following 


AMI. 

(Jan Blustein, MD, PhD; from the Health Research Program, 
Wagner Graduate School, New York (NY) University; from 
the Health Research Program, Wagner Graduate School, 
New York (NY) University; JAMA 1993;270:344-349). 


URIC ACID METABOLISM AND TUBULAR 
SODIUM HANDLING (Results from a 
Population-Based Study): 

Objective - To define the relationship, if 
any, between uric acid metabolism (serum 
and urinary levels) and proximal tubular 
sodium handling in a sample of general male 
population. 

Design — Cross-sectional survey of a sample 
of the male working population conducted as 
part of a nationwide survey of the prevalence 


of cardiovascular risk factors. 

Setting - The Olivetti factory in Pozzuoli, a 
suburb of Naples, Italy. 

Participants - Five hundred sixty-eight 
untreated male workers aged 21 to 68 years 
(90.8% of those eligible). 

Measurements — Anthropometry, blood 
pressure, blood tests, a detailed questionnaire, 
and urinary measurements on a fasting timed 
collection after a 300-mg lithium carbonate 
capsule was taken the night before the 
investigation. 

Results - Serum uric acid level was inversely 
and significantly associated with the fractional 
excretion of lithium (r=-.22, P<.001), ie, the 
higher the serum uric acid level, the greater 
the amount of sodium reabsorbed at nephron 
sites proximal to the distal tubule. The 
association was graded and independent of 
possible confounders such as age, body mass, 
smoking, wine consumption, blood pressure, 
fractional excretion of sodium, and serum 
creatinine (R?=.34, P<.001). 

Conclusions - High serum uric acid levels 
are independently associated with increased 
proximal tubularsodium reabsorption in men. 
This relationship suggests an altered tubular 
sodium handling and uric acid metabolism 
consistent with hyperinsulinemia, insulin 
resistance being the possible pathophysi- 
ological link. 

(Francesco P. Cappuccio, MD; Pasquale Strazzullo, MD; 
Eduardo Farinaro, MD; Maurizio Trevisan, MD; from the 
Blood Pressure Unit, Department of Medicine, St. George's 
Hospital Medical School, London, England; the Institute of 
Internal Medicine and Metabolic Diseases, Second Medical 
School, University of Naples (Italy); and the Department of 


Social and Preventative Medicine, State University of New 
York at Buffalo; JZAMA 1993;270:354-359). 


MORBIDITY AND MORTALITY ІМ 
HYPERTENSIVE ADULTS WITH A LOW 
ANKLE/ARM BLOOD PRESSURE INDEX: 
Objective - To evaluate the relationship 
between the ankle/arm blood pressure index 
(AAI, the ratio of ankle to arm systolic blood 
pressure, a measure of peripheral arterial 
disease) and short-term cardiovascular 
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morbidity and mortality in older adults with 
systolic hypertension. 

Design - Prospective cohort study, 1- to 2- 
year follow-up (mean, 16 months). 

Setting - Eleven of 16 field centers from the 
Systolic Hypertension in the Elderly Program. 
Participants — 1537 older men and women 
with systolic hypertension. 

Main Outcome Measures - All-cause 
mortality, coronary heart disease (CHD) 
mortality, cardiovascular disease (CVD) 
mortality, and CHD and CVD morbidity and 
mortality. 

Results - The AAI was measured at the 
1989-1990 clinic examination and was 0.9 or 
less in25.5% of 1537 participants. Alow AAI 
was associated with most major CHD and 
CVD risk factors. In those with a low AAI 
(<0.9) compared with those with an AAI of 
more than 0.9, age- and sex-adjusted relative 
risks for mortality end points at follow-up 
were as follows: total mortality, 3.8 (95% 
confidence interval [CI], 2.1 to 6.9); CHD 
mortality, 3.24 (95% CI, 1.4 to 7.5); and CVD 
mortality, 3.7 (95% CI, 1.8 to 7.7). For CVD 
morbidity and mortality, the age- and sex- 
adjusted relative risk was 2.5 (95% CI, 1.5 to 
4.3). After adjustment for baseline CVD and 
other cardiovascular risk factors, the relative 
risk fortotal mortality was 4.1 (95% CI, 2.0 to 
8.3) and for CVD morbidity and mortality, 
2.4 (95% CI, 1.3 to 4.4). Results were similar 
when participants with clinical CVD at 
baseline were excluded. 

Conclusion — A low AAI appears to be an 
important predictor of morbidity and mortality 


among older adults with systolic hypertension. 
(Anne B. Newman, MD, MPH; Kim Sutton-Tyrrell, RN, 
DrPH; Molly T. Vogt, PhD; Lewis H. Kuller, MD, DrPH; 
from the Department of Medicine, Medical College of 
Pennsylvania, Allegheny Campus, and the Department of 
Epidemiology, University of Pittsburgh; JAMA 1993;270:487- 
489). 


DECREASED ANKLE/ARM BLOOD 
PRESSURE INDEX AND MORTALITY IN 
ELDERLY WOMEN: 

Objective - To evaluate the relationship of 
the ankle/arm blood pressure index to short- 
term mortality in women 65 years of age or 
older. 

Design - Prospective cohort study with 
average follow-up of 4.3 years. 

Setting - Rural community near Pittsburgh, 
Pa. 

Participants — A total of 1492 white women 
65 years of age or older, living in the 
community and ambulatory without the help 
of another person. 

Outcome Measures — All-cause and cause- 
specific mortality. 

Results - The ankle/arm index (systolic 
pressure in the posterior tibial artery divided 
by that in the brachial artery) was measured in 
1986 through 1988 and found to be 0.9 orless 
in 82 (5.5%) of the women, 67 of whom 
reported no symptoms of claudication. 
Comparing women with an index of 0.9 or 
less with those with an index greater than 0.9, 
the relative risk for all-cause mortality 4 years 
later (after adjustment for age, smoking, and 
other risk factors) was 3.1 (95% confidence 
interval [CI], 1.7 to 5.5); for heart disease, 3.7 
(95% СІ, 1.2 to 11.6); for cardiovascular 
diseases, 4.0 (9595 CI, 0.1 to 9.2). Similar 
levels of risk were found after excluding 
women with symptoms of claudication and/ 
or a history of cardiovascular disease at 
baseline. 

Conclusions - Healthy, older women with 
an ankle/arm index of 0.9 or less are at high 
risk of death and therefore may be considered 
for aggressive therapy to modify 


cardiovascular risk factors. 

(Molly T. Vogt, PhD; Jane A. Cauley, DrPH: Anne B. 
Newman, MD; Lewis H. Kuller, MD; Stephen B. Hulley, 
MD; from the Department of Epidemiology, Graduate School 
of Public Health, University of Pittsburgh (Pa); Department 
of Medicine, Medical College of Pennsylvania, Allegheny 
Campus, Pittsburgh; and the Division of Clinical 
Epidemiology, Department of Epidemiology and Biostatistics, 
University of California, San Francisco; JAMA 1993;270:465- 
469). 
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TREATMENT OF MILD HYPERTENSION 
STUDY (Final Results): 

Objective - To comparesix antihypertensive 
interventions for the treatment of mild 
hypertension. 

Design - Randomized, double-blind, 
placebo-controlled clinical trial. 

Setting - Four hypertension screening and 
treatment centers in the United States. 
Participants — Hypertensive men and 
women, aged 45 to 69 years, with diastolic 
blood pressure less than 100 mm Hg. 
Intervention — Sustained nutritional- 
hygienic advice to all participants to reduce 
weight, dietary sodium intake, and alcohol 
intake, and increase physical activity. 
Participants were randomly allocated to take 
(1) placebo (n=234); (2) chlorthalidone 
(n=136); (3) acebutolol (n=132); (4) doxazosin 
mesylate (n=134); (5) amlodipine maleate 
(nz131); or (6) enalapril maleate (n=135). 
Main Outcome Measures - Blood 
pressure, quality of life, side effects, blood 
lipid levels and analysis of other serum 
components, echocardiographic and 
electrocardiographic changes, and incidence 
of cardiovascular events over an average of 
4.4 years of follow-up. 

Results — Blood pressure reductions were 
sizable in all six groups, and were significantly 
greater for participants assigned to drug 
treatment than placebo (-15.9 vs -9.1] mm Hg 
for systolic blood pressure and —12.3 vs —8.6 
mm Hg for diastolic blood pressure; P «.0001). 
After 4 years, 59% of participants assigned to 
placebo and 72% of participants given drug 
treatment continued on their initial medication 
as mono-therapy. A smaller percentage of 
participants assigned to the drug-treatment 
groups died or experienced a major nonfatal 
cardiovascular event than those assigned to 
the placebo group (5.1% vs 7.3%; P=.21). 
After including other clinical events, the 
percentage of participants affected was 11.1% 
for those in the drug-treatment groups and 


16.2% for those in the placebo group (P=.03). 
Incidence rates of most resting 
electrocardiographic abnormalities were lower 
and quality of life was improved more for 
those assigned to drug-treatment groups rather 
than the placebo group. Differences among 
the five drug treatments did not consistently 
favor one group in terms of regression of left 
ventricular mass, blood lipid levels, and other 
outcome measures. 

Conclusions - As an initial regimen, drug 
treatment in combination with nutritional- 
hygienic intervention was more effective in 
preventing cardiovascular and other clinical 
events than was nutritional-hygienic treatment 
alone. Drug-treatment group differences were 
minimal. Pending results from large-scale 
clinical trials to evaluate drug treatments for 
their effect on cardiovascular clinical events, 
these findings support the recommendations 
of the new fifth Joint National Committee 
report regarding treatment choices for people 
with stage 1 (*mild") hypertension. 

(James D. Neaton, PhD; Richard H. Grimm, Jr, MD, PhD; 
Ronald J. Prineas, MB, PhD; Jeremiah Stamler, MD; Greg A. 
Grandits, MS; Patricia J. Elmer, PhD; Jeffrey A. Cutler, MD; 
John M. Flack, MD; James A. Schoenberger, MD; Robert 
McDonald, MD; Cora Elizabeth Lewis, MD, MSPH; Philip 
R. Liebson, MD; for the Treatment of Mild Hypertension 
Study Research Group; from the Divisions of Biostatistics 
and Epidemiology, School of Public Health, and the Divisions 
of Cardiovascular Diseases and General Medicine, School of 
Medicine, University of Minnesota, Minneapolis; the 
Department of Epidemiology and Public Health, University 
of Miami; the Department of Community Health and 
Preventive Medicine, Northwestern University, Chicago, Ill; 
the Prevention and Demonstration Research Branch, National 
Heart, Lung, and Blood Institute, National Institutes of Health, 
Bethesda, Md; the Department of Preventive Medicine and 
the Section of Cardiology, Rush-Presbyterian-St. Luke's 
Medical Center, Chicago, Ill; the School of Medicine, 
University of Pittsburgh (Pa); and the Division of General 


and Preventive Medicine, University of Alabama at 
Birmingham; JAMA 1993;270:713-724). 


PNEUMOCYSTIS CARINII PNEUMONIA 
AMONG US CHILDREN WITH PERI- 
NATALLY ACQUIRED HIV INFECTION: 

Objective - To describe epidemiologic 
characteristics of Pneumocystis carinii 
pneumonia (PCP) among children with 
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perinatally acquired human immuno- 
deficiency virus (HIV) infection to guide 
prevention efforts. 

Design - National acquired immuno- 
deficiency syndrome (AIDS) surveillance of 
children aged O through 12 years, a multisite 
surveillance study of HIV infectionin children 
aged 0 through 12 years, and the national HIV 
serosurvey of childbearing women. 

Setting -— Surveillance conducted by state 
and local health departments and reported to 
the Centers for Disease Control and Prevention 
1982 through 1992. 

Results — Pneumocystis carinii pneumonia 
was reported in 1374 (37%) of 3665 perinatally 
acquired AIDS cases. Over half of these cases 
occurred between 3 and 6 months of age. In 
183 (64%) of 275 PCP cases reported in the 
special surveillance study, PCP was the first 
or only AIDS-defining condition diagnosed, 
and in 44% of cases, the child had not been 
evaluated for HIV infection before diagnosis 
of PCP. The estimated median survival after 
diagnosis of PCP was 19 months. 
Conclusions - Pneumocystis carinii 
pneumonia is a common and serious 
Opportunistic infection that affects young 
children with HIV infection. Effective efforts 
to prevent PCP in this population will require 
identification as early as possible of children 


who may be infected with HIV. 

(R.J. Simonds, MD; Margaret J. Oxtoby, MD; M. Blake 
Caldwell, MD; Marta L. Gwinn, MD; Martha F. Rogers, MD; 
from the Division of HIV/AIDS, National Center for Infectious 
Diseases, Centers for Disease Control and Prevention, Public 
Health Service, US Department of Health and Human Services, 
Atlanta, Ga.; JAMA 1993;270:470-473). 


INVOLUNTARY SMOKING IN THE 
RESTAURANT WORKPLACE (A Review 
of Employee Exposure and Health 
Effects): 

Objective - To determine the relative 
exposure to environmental tobacco smoke for 
bar and restaurant employees compared with 
office employees and with nonsmokers 
exposed in the home (part 1) and to determine 


whether this exposure is contributing to an 
elevated lung cancer risk in these employees 
(part 2). 

Data Sources - MEDLINE and 
bibliographies from identified publications. 
Study Selection -In part 1, published studies 
of indoor air quality were included if they 
reported a mean concentration of carbon 
monoxide, nicotine, or particulate matter from 
measurements taken in one or more bars, 
restaurants, offices, or residences with atleast 
onesmoker. In part 2, published epidemiologic 
studies that reported a risk estimate for lung 
cancer incidence or mortality in food-service 
workers were included if they controlled, 
directly or indirectly, for active smoking. 
Data Extraction - In part 1, a weighted 
average of the mean concentration of carbon 
monoxide, nicotine, and respirable suspended 
particulates reported in studies was calculated 
for bars, restaurants, offices, and residences. 
In part 2, the relative lung cancer risk for 
food-service workers compared with that for 
the general population was examined in the 
six identified studies. 

Data Synthesis - Levels of environmental 
tobacco smoke in restaurants were 
approximately 1.6 to 2.0 times higher than in 
office workplaces of other businesses and 1.5 
times higher than in residences with at least 
one smoker. Levels in bars were 3.9 to 6.1 
times higher than in offices and 4.4 to 4.5 
times higher than in residences. The 
epidemiologic evidence suggested that there 
may be a 5096 increase in lung cancer risk 
among food-service workers that is in part 
attributable to tobacco smoke exposure in the 
workplace. 

Conclusions - Environmental tobacco 
smoke is a significant occupational health 
hazard for food-service workers. To protect 
these workers, smoking in bars and restaurants 


should be prohibited. 

(Michael Siegel, MD, MPH; from the University of California, 
Berkeley/University of California, San Francisco Preventive 
Medicine Residency Program; JAMA 1993;270:490-493). 
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CLOZAPINE-INDUCED AGRANULOCY- 
TOSIS TREATED WITH GRANULOCYTE 
MACROPHAGE COLONY STIMULATING 
FACTOR: 

Clozapine-induced agranulocytosis is usually 
reversible after discontinuation of the drug. A 
patient who developed agranulocytosis after 
termination of clozapine therapy responded 
to treatment with granulocyte macrophage 


colony stimulating factor. 

(Ran Oren, Elaine Granat, Shlomo Shtrussberg and Yaacov 
Matzner; British Journal of Psychiatry (1993), 162, 686- 
687). 


PSYCHIATRIC MORBIDITY IN THE FIRST- 
DEGREE RELATIVES OF SCHIZOPHRENIC 
PATIENTS: 

First-degree relatives (FDRs) of 1018 
schizophrenic and 812 control probands were 
investigated. Psychiatric morbidity was 
present in 34.8% of FDRs of schizophrenic 
probands and in 9.2% of FDRs of controls. 
There was significantly more psychiatric 
illness in the siblings and parents than in the 
offspring of both schizophrenic and control 
subjects. The morbidity risks for schizoid- 
schizotypal personality disorders, cannabis- 
use disorder and paranoid personality disorder 
were significantly higher in the FDRs of 
schizophrenic patients than in those of 


controls, suggesting a biological relationship. 
(Shashjit L. Varma and Indira Sharma; British Journal of 
Psychiatry (1993), 162, 672-678. 


AGE OF ONSET IN SCHIZOPHRENIA 
(Relations to Psychopathology and 
Gender): 

This retrospective study evaluated differences 
between patients with first manifestation of 
schizophrenic psychosis (ICD 295) or 
paranoid syndrome (ICD 297) between the 
ages of 18 and 23 or 40 and 63 years. Gender- 
specific variations in psychopathology were 
also examined. The numerous analyses of 
variance gave few significant differences. 
Patients with alate onset of the disease scored 
higherondepressive and autonomic syndrome 


scales at admission, whereas patients with an 
early onset showed more psychosocial 
impairment at discharge and their stay in 
hospital was longer. Among schizophrenic 
patients only (ICD 297 excluded), only the 
higher score for autonomic syndrome of the 
older patients at admission was confirmed. 
Men were more apathetic at admission and 
discharge than were women. Excluding 
patients with a paranoid syndrome, these 
differences were again significant. Moreover, 
schizophrenic men had higher depressive and 
psycho-organic syndrome scores at discharge. 
The demonstration of only marginal 
differences between early- and late-onset 
schizophrenia does not support the assumption 
that age of onset markedly influences 
psychopathology. 

(C. Mayer, G. Kelterborn and D. Naber; British Journal of 
Psychiatry (1993), 162, 665-671). 


SEX AND SCHIZOPHRENIA (Effects of 
Diagnostic Stringency, and Associ- 
ations with Premorbid Variables): 

Inacase-record study, all first-contact patients 
with non-affective functional psychosis from 
a defined area over 20 years were diagnosed 
according to operational criteria of varying 
stringency and emphasis, and incidence rates 
for each set of criteria determined by sex and 
age at onset; data on premorbid adjustment 
were also analysed by sex and age at onset. 
The overall first-contact incidence of non- 
affective functional psychosis was 
approximately equal in men and women; 
however, the ratio of male to femaleincidence 
rates rose progressively when RDC (1.2), 
DSM-III-R (1.3), DSM-III (2.2), and Feighner 
(2.5) criteria for schizophrenia were applied. 
Schizophrenia was most common in young 
males and least common in older males, with 
females occupying an intermediate position. 
Schizophrenia in young males, particularly 
when stringently defined, was especially likely 
to be associated with single status, poor work 
and social adjustment, and premorbid 


ll o... 


personality disorder. The results suggest that 
schizophreniasyndrome is heterogeneous, and 
young males are especially prone to a severe 
neurodevelopmental form of illness associated 


with premorbid deficits. 
(David J. Castle, Simon Wessely and Robin M. Murray; 
British Journal of Psychiatry (1993), 162, 658-664). 


АМ АҒҒЕСТІУЕ SYNDROME ІМ 
PSYCHOPATHS WITH BORDERLINE 
PERSONALITY DISORDER?: 

A preliminary study of the repetitive mood 
swings of 72 female psychopaths with a DSM- 
III diagnosis of borderline personality disorder 
demonstrated considerable complexity and 
specificity in what has been previously 
considered a criterion of personality disorder. 
A principal-components analysis of the 
symptom profile for these affective 
disturbances revealed four factors (anxiety, 
anger, depression, and tension) which showed 
individual patterns of association with 
additional lifetime diagnoses of major mental 
illness and other personality disorders. The 
women also had multiple mood-related 
behavioural disorders, enacted with a feeling 
of compulsion, which appeared to relieve the 
original affective symptoms. Itis hypothesised 
that these women could have a distinct 
affective syndrome that has not previously 


been described in the literature. 
(Jeremy W. Coid; British Journal of Psychiatry (1993), 162, 
641-650). 


DIAGNOSTIC AGREEMENT IN PSYCHI- 
ATRY(A Comparative Study Between 
ICD-9, ICD-10 and DSM-III-R): 

A random sample of 100 new patients referred 
consecutively to the psychiatric hospital was 
assessed using the Arabic translation of the 
PSE. Anabstract form was designed to include 
all PSE scores as well as the necessary extra 
data to make ICD-9, and ICD-10, and DSM- 
III-R diagnoses. Kappa correlation was 
calculated for inter-rater and intra-rater 
reliability. Overall reliability and reliability 
of each major psychiatric diagnosis were 


compared between the three systems. The use 
ofthe PSE helped in achieving good agreement 
between Arab psychiatrists for all the three 
systems, but ICD-10 was found to have the 
highest reliability figures both for three-digit 
and four-digit psychiatric diagnoses. 

(A. Okasha, A. Sadek, M.K. Al-Haddad and M. Abdel- 


Mawgoud; British Journal of Psychiatry (1993), 162, 621- 
626). 


QUALITY OF LIFE FOR PATIENTS 
DETAINED IN HOSPITAL: 

The quality of life of detained patients has not 
received adequate attention despite the 
responsibilities placed on hospital staff and 
the special problems faced by these patients. 
Legal principles to ensure quality of life have 
not been formalised, and the acceptable 
standards that a patient can expect have not 
been tested in the UK courts. Contemporary 
models of ensuring quality are being imposed 
with increasing pressure on health care 
professionals, but high-quality management 
has sometimes lagged behind. This has led to 
a poor quality of life for certain patients. It is 
important for future research to overcome 
difficulties in developing objective 
measurements and set the appropriate 
standards of quality of life that detained 
patients should expect. This would provide a 
basis against which both appropriate standards 
of care and the necessary resource allocation 


could be measured. 
(Jeremy W. Coid; British Journal of Psychiatry (1993), 162, 
611-620. 


LESSONS LEARNED FROM DEINSTITU- 
TIONALISATION IN THE US: 

Deinstitutionalisation is at an advanced stage 
in the US, both in duration, and in reduction in 
state hospital beds. The new generation of 
chronically and severely mentally ill persons 
has posed the greatest problems. They no 
longer reccive life-long hospital admission 
and thus permanent asylum from the demands 
of the world. Resistance to treatment and 
substance abuse are problems. Early 


proponents of deinstitutionalisation believed 
it would be cheaper, better and give the 
mentally ill their freedom. In reality, good 
community care does not cost less. While a 
number of community programmes in the US 
have been impressive, they have served only 
a small proportion of the total population of 
severely mentally ill persons. More freedom 
has been of benefit for many, but has proved 
difficult for some patients. Some patients 
have been deinstitutionalised who cannot be 
effectively treated in the community. The 
homeless mentally ill epitomise all these 


problems. 
(H. Richard Lamb; British Journal of Psychiatry, (1993), 
162, 587-592). 


A PROPOSAL TO CLASSIFY HAPPINESS 
AS A PSYCHIATRIC DISORDER: 

"Itis proposed that happiness be classified as 
a psychiatric disorder and be included in 
future editions of the major diagnostic manuals 
under the new name: major affective disorder, 
pleasant type. In a review of the relevant 
literature it is shown that happiness is 
Statistically abnormal, consists of a discrete 
cluster of symptoms, is associated with a 
range of cognitive abnormalities, and probably 
reflects the abnormal functioning of the central 
nervous system. One possible objection to 
this proposal remains — that happiness is not 
negatively valued. However, this objection is 


dismissed as scientifically irrelevant.” 
(John Harris, J.L.T. Birley, and K.W.M. Fulford; British 
Journal of Psychiatry (1993), 162, 539-542). 


THE COMPOSITION OF THE NEGATIVE 
SYNDROME OF CHRONIC SCHIZO- 
PHRENIA: 

The clinical features of patients who satisfy a 
variety of criteria for the negative syndrome 
can be arranged in five groups of phenomena: 
(a) poverty of thought and speech, (b) blunted 
affect, (c) decreased motor activity, (d) apathy 
and avolition, and (e) diminished interpersonal 
interaction. We have shown that depressed 
mood and depressive cognition are not related 


to the negative syndrome, but there is some 
overlap between the specific phenomena of 
depressive illness and negative symptoms in 
schizophrenia. Items measuring cognitive 
impairment have a moderate correlation with 
the negative syndrome, but the negative 
syndrome accounts for less than half of the 
variance of cognitive performance. These 
items that define the negative syndrome can 
be as reliably measured as depressive and 
positive symptoms. 

(D.A. Kibel, I. Laffont, and P.F. Liddle; British Journal of 
Psychiatry (1993), 162, 744-750). 


CATATONIA (The Tension Insanity): 

A historical review of Kahlbaum’s Catatonia 
is presented. He attributed the condition to 
Organic cerebral disease. It is now best 
considered as a neuropsychiatric syndrome 
due to a wide variety of organic disease 
processes, manifest in catelepsy in a setting of 
an abnormal mental state, most commonly an 
affective disorder. Chronic catatonic states 
were common sequelae of encephalitis 
lethargica; this disease has now disappeared 
in epidemic form with a resulting fall in the 
incidence of catatonia in psychiatric hospitals. 
Acute catatonia, due to medical and 
particularly pharmacogenic causes, continues 
(о occur in Current psychiatric practice. 

(John Johnson; British Journal of Psychiatry (1993), 162, 
733-738). 


PATIENTS’ PERCEPTIONS OF FAMILY 
EMOTIONAL CLIMATE AND OUTCOME 
IN SCHIZOPHRENIA: 

Thirty-nine chronic schizophrenic male out- 
patients and their relatives were interviewed 
scparately to assess their perceptions of their 
current relationships. Two simple 5-point 
rating scales predicted the risk of psychotic 
exacerbation during a one-year follow-up: 
patients’ perceptions of the relatives’ attitudes 
towards them, and patients’ own attitudes 
towards the relatives. Survival analysis of 
data in a 2 x 2 factorial - combining degree of 
contact with the key relatives and the patients’ 


perceptions of their relatives — found that 
patients in frequent contact with a positively 
perceived relative had significantly better 
survival rates without psychotic exacerbation. 
Patients’ perceptions of their relatives may 
help identify patients at risk of exacerbation 


of their illness. 

(Malca B. Lebell, Stephen R. Marder, Jim Mintz, Lois I. 
Mintz, Martha Tompson, William Wirshing, Kathleen 
Johnston-Cronk and Joanne McKenzie; British Journal of 
Psychiatry (1993), 162, 751-754). 


LANGUAGE THERAPY FOR SCHIZO- 
PHRENIC PATIENTS WITH PERSISTENT 
‘VOICES’: 

One of us has hypothesised that the ‘voices’ 
of schizophrenic patients reflect altered 
preconscious planning of discourse that can 
produce involuntary ‘inner speech’ as well as 
incoherent overt speech. Some schizophrenic 
patients reporting voices do not, however, 
have disorganised speech. We hypothesise 
that these ‘counterexample’ patients 
compensate for impairments of discourse 
planning by reducing language complexity 
and relying on highly rehearsed topics. A 
‘language therapy’ designed to challenge and 
enhance novel discourse planning was 
administered to four such patients; three had 
significant albeit temporary reductions in the 
severity of their voices. These clinical findings 
provide further evidence that alternations of 
discourse planning may underlie hallucinated 
voices. 


(Ralph E. Hoffman, and Sally L. Satel; British Journal of 
Psychiatry (1993), 162, 755-758). 


THE FACILITATION AND EVOCATION OF 
SEIZURES (A Questionnaire Study of 
Awareness and Control): 

The finding that seizures can be precipitated 
in some epileptic patients by stimuli which 
originate from outside the central nervous 
system is not new. The influence of 
psychological changes on seizure frequency 


has, however, been much more difficult to 
determine. Patients who become aware of 
such associations may gain some control over 
theirseizures. One hundred randomly selected 
out-patients with epilepsy were asked about 
their awareness of such associations and 
whether, as a consequence, they believed they 
had any control of their seizures. Ninety-two 
reported associations between seizures and 
facilitators or precipitants. The group who 
had made associations between independent 
states or stimuli and their seizures were more 
likely to have poorly controlled seizures and 
to be taking more anticonvulsants. Many had 


used this knowledge to control their seizures. 
(D. Antebi and J. Bird; British Journal of Psychiatry (1993), 
162, 759-764). 


SEXUAL ABUSE AND EATING DIS- 
ORDERS (Borderline Personality 
Disorder as a Mediating Factor?): 

Sexual abuse appears to be causally linked to 
eating disorders, particularly those involving 
bulimic features. However, the psychological 
factors that mediate between these two 
phenomena are not understood. Recent 
findings suggest that borderline personality 
disorder may explain some of the association. 
The present research investigates the potential 
links between reported sexual abuse, 
borderline personality disorder, and eating 
psychopathology inacase series of 100 women 
with eating disorders. The results suggest that 
borderline personality disorder is a 
psychological factor that explains a small part 
of the causal link between sexual abuse and 
bulimic behavior — especially frequency of 
bingeing. However, other factors are likely to 
be involved, and further research is suggested 


to investigate these. 
(Glenn Waller; British Journal of Psychiatry (1993), 162, 
771-775). 
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A TRIAL OF TWO COGNITIVE- 
BEHAVIOURAL METHODS OF TREATING 
DRUG-RESISTANTRESIDUALPSY CHOTIC 
SYMPTOMS IN SCHIZOPHRENIC 
PATIENTS: |l. OUTCOME: 

Despite neuroleptic medication, many 
schizophrenic patients continue to experience 
residual positive psychotic symptoms. These 
residual symptoms cause distress and 
disability. We report a controlled trial of two 
cognitive-behavioural treatments to alleviate 
residual hallucinations and delusions. Forty- 
nine patients were recruited into the trial, of 
whom 27 entered the trial and completed 
post-treatment assessment, and 23 were 
reassessed at six-month follow-up. Patients 
were randomly allocated to either coping 
strategy enhancement (CSE) or problem 
solving (PS). Half the patients were allocated 
to a high-expectancy positive demand 
condition and half to a counter-demand 
condition to evaluate expectation of 
improvement. Patients receiving either 
cognitive-behavioural treatment showed 
significant reductions in psychotic symptoms 
compared with those in the waiting period, 
whoshowed noimprovement. There was some 
evidence, although equivocal, that patients 
receiving CSE improved more than those 
receiving PS. There was no evidence that 
improvements generalised to negative 
symptoms or social functioning, nor was there 
evidence that expectancy of treatment benefit 


contributed to the treatment effect. 

(Nicholas Tarrier, Richard Beckett, Sue Harwood, Amanda 
Baker, Lawrence Yusupoff, and Itziar Ugarteburu; British 
Journal of Psychiatry (1993), 162, 524-532). 


SPECIFIC AND NON-SPECIFIC EFFECTS 
OF EDUCATIONAL INTERVENTION FOR 
FAMILIES LIVING WITH SCHIZOPHRENIA 
(A Comparison of Three Methods): 

Family psychoeducational programmes for 
schizophrenia vary between theoretically- 
driven models, for example, those derived 
from the concept of expressed emotion, and 
more pragmatic, purely educational 


interventions. Previous studies support the 
efficacy of education in improving 
understanding of schizophrenia, leading to a 
reduction, in the short term, of family burden, 
distress and isolation. This study examines 
the effects of different methods ofinformation 
delivery in combination with experimental 


manipulation of homework assignments. 


Ninety-four family members, representing 82 
families, were chosen forstudy; these subjects 
were thought to lack information about 
schizophrenia, and therefore be most likely to 
benefit from educational intervention. The 
majority of family members were living with 
or had close regular contact with a 
schizophrenic patient. The educational 
package was designed to provide general 
information on the aetiology, symptoms and 
treatment of schizophrenia and the family's 
role in recovery and rehabilitation, and aimed 
to improve the family's knowledge of and 
access to professional resources. Three 
methods of information delivery were 
compared: 1) education led by two 
experienced therapists in a semi-structured 
seminar, involving oral presentations and 
audio-visual aids; 2) information booklets sent 
through the post; and 3) a video package 
comprising four tapes lasting 15-20 minutes 
each. Each intervention was given at weekly 
intervals for4 weeks. Knowledge acquisition 
was measured using a multiple choice 
questionnaire, and other questionnaires 
measured stress, family distress and the 
patient's disturbance. The interventions 
resulted in considerable gains in knowledge, 
increased optimism concerning the family's 
role in treatment, and produced reductions in 
relatives' stress which were maintained at 6 
months’ follow-up; significant improvements 
insocial function also were observed at follow- 
up.The results suggest that the delivery of 
information, rather than the mode of delivery, 
is the crucial element in the intervention. 

(Birchwood M., Smith, J., Cochrane R., Univ Birmingham, 
Birmingham, UK; Br J Psychiatry 1992; 160: 806-14. 


LETTERS TO THE EDITOR 


It is truly wonderful to once again have a professional journal available to 
clinicians working in the New York State psychiatric system. In the early 70's, 
there was briefly a Journal of the Bronx State Hospital, edited by Stephen 
Rachlin, now editor of the Psychiatric Quarterly. The presence of such outlets 
for research and case studies seems to be the best way to encourage staffto write 


as well as treat. 


Please consider the enclosed article for consideration in your journal. Since 
it involves long-term outcome data, it may be of special interest to the 
New York Department of Mental Hygiene. 


Alvin Pam, Ph.D. 
Department of Psychology 
Bronx Psychiatric Center 
1500 Waters Place 

Bronx, New York 10461 
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The R.P.C. Medical Staff Bulletin welcomes 
articles and essays dealing with psychiatry, the 
practice of medicine, medical ethics and 
sociomedical issues in health care. 

The manuscript considered for publication 
should be submitted with two (2) copies, 
typewritten on one side only, double spaced 
throughout, on separate sheets of standard white 
bond paper. If prepared on a word processor, the 
computer disk (IBM PC or Apple Macintosh only) 
should be submitted in addition to the typewritten 
copies. The name of the author should appear 
exactly as you want it in print and include the 
highest academic degree. The author should list the 
title of the manuscript and is responsible for having 
read and approved it for submission, before being 
considered by the editor for publication. 


Our readers are encouraged to participate with 
timely and stimulating commentaries and 
suggestions on topical issues. We hope the 
satisfactory feedbacks we are receiving will 
continue. We shall endeavor to keep our 
publication interesting and informative and assure 
the maintaining of its quality and purpose. 

Send your manuscript, any request or 
communication to: 


THE EDITOR 
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Rochester Psychiatric Center— 

Mail Room 

1600 South Avenue 

Rochester, NY 14620 
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